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Saving Women's Lives 
In developing countries each year more 
than half a million women die from 
maternal causes. Nearly all of these 
deaths could be prevented. Efforts to 
prevent maternal deaths from one 
major cause--complications of unsafe 
abortion-are cru6ial but inadequate in 
most of the world. Providing appropri- 
ate medical care immediately could 
save many thousands of women's lives. 
Offering family planning could prevent 
many future unintended pregnancies 
and unsafe abortions. 
Unsafe abortions cause 50,000 to 100,000 deaths each year. 
In some countries complications of unsafe abortion cause 
the majority of maternal deaths, and in a few they are the 
leading cause of death for women of reproductive age. The 
World Health Organization estimates that as many as 20 mil- 
lion abortions each year are unsafe and that 10% to 50% of 
women who undergo unsafe abortion need medical care for 
complications. Also, many women need care after spontane- 
ous abortion (miscarriage). In one country, for example, at 86 
hospitals an estimated 28,000 women seek care for compli- 
cations of unsafe or spontaneous abortion each month. 

The five main causes of maternal mortality are hemorrhage, 
obstructed labor, infection, pregnancy-induced hypertension, 
and complications of unsafe abortion. Many countries are 
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causes, but few provide adequate emergency medical care 
that would reduce maternal deaths from abortion complica- 
tions. Even fewer provide family planning services and coun- 
seling to women treated for abortion complications. 

Improving Care, Providing Family Planning 

While abortion complications are a common medical emer- 
gency in developing countries, care often i s  provided in a 
crisis atmosphere. In contrast, a strategic approach to 
postabortion care anticipates the need for emergency treat- 
ment, plans ahead to meet that need, and provides family 
planning to prevent repeat abortions. An effective postabor- 
tion care plan ensures that women receive care that is  
complete, appropriate, and prompt ("CAP"). 

Complete. Many women treated for abortion complica- 
tions want to avoid pregnancy. Yet fewer than one-third of 
women receiving care for abortion complications have 
ever used effective contraception. Many want to learn 
about family planning and prevent pregnancy. Family plan- 
ning services and counseling can best be provided at the 
same place that women receive emergency postabortion 
care. Because postabortion care is often a medical and 
emotional crisis, empathic counseling that avoids passing 
judgment on women is  especially important to enable 
them to avoid future unwanted pregnancies-and unsafe 
abortions. 

Appropriate. Most women seeking emergency care are 
suffering from incomplete abortion, which, if left 
untreated, can lead to hemorrhage, infection, and death. 
Uterine evacuation can be done safely and effectively 
using manual vacuum aspiration (MVA) with local anesthe- 
sia. MVA under local anesthesia is safer and usually less 
expensive than sharp curettage with general anesthesia, 
the treatment commonly used in many countries. For 
example, at one Kenyan hospital the cost of postabortion 
treatment fell by 66% after MVA replaced sharp curettage, 
mainly because of dramatically reduced hospital stays. 

Prompt. Often, women do not receive medical treatment 
soon enough. Delays put their lives at risk. Decentralizing 
emergency care reduces delays by offering some degree of 
postabortion care at every level of the health system. At 
the same time, establishing a formal referral system helps 
each woman quickly reach the level of care that she needs. 

A planned postabortion care strategy provides more effective 
care-and often at a savings-than the crisis atmosphere that 
currently characterizes most postabortion care. It also meets 
women's needs for sympathetic care and continuing repro- 
ductive health services. Together, effective emergency medi- 
cal treatment for abortion complications and sensitive family 
planning counseling and services can save women's lives. 
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In developing countries each year an estimated 585,000 
women die from complications of pregnancy, childbirth, 
and unsafe abortion-about one every minute (295). Nearly 
all of these deaths could be prevented (1 48, 209, 289). 

Pregnancy-related complications cause one-quarter to one- 
half of deaths among women of reproductive age in devel- 
oping countries compared with less than 1% in the US. In 
some developing countries pregnancy-related complica- 
tions are the leading cause of death for reproductive-age 
women (76, 233, 285). On average, in developing countries 
a pregnancy is 18 times more likely to end in the woman's 
death than in developed countries (295). Also, many thou- 
sands of women in developing countries suffer serious ill- 
nesses and disabilities, including chronic pelvic pain, pelvic 
inflammatory disease, incontinence, and infertility, caused 
by pregnancy or its complications (96, 166). 

The risk associated with each pregnancy and delivery is far 
higher for women in developing countries because good 
health care i s  far less available than in developed countries. 
Moreover, women in developing countries generally bear 
more children and thus face the risk of maternal death or 
illness more often. In some developing regions a woman's 
risk of dying due to maternal causes over the course of her 
life i s  as much as 300 times greater than the risk faced by the 
average woman in a developed country (285, 295). For r example, a woman in Eastern Africa faces the highest risk of 
maternal death-1 in 12--compared with only 1 in 3,700 
for a woman in North America (see Table 1). No other health 
indicator varies so dramatically between developed and 
developing countries (1 71, 229, 233, 295). 

As well as a tragedy for women themselves, maternal mor- 
tality and morbidity take a toll on families and communities 
(55, 1 1 1, 186,245,258, 285). Women who die during their 
childbearing years usually leave at least two children (96, 
157). Also, mothers in nearly all developing societies devote 
1 2 to 1 5 hours of daily labor to meeting household needs for 
food, water, and fuel as well as caring for children. Thus, 
when mothers die, families lose their primary caregiver and 
often a family wage earner as well. Where mothers are heads 
of household, as i s  often the case in cities worldwide and in 
parts of rural Africa, a mother's death means the loss of the 
primarywage earner (58). 

rn 
Toward Safe Motherhood 

While still considered "a neglected tragedy" in many coun- 
tries (2301, maternal mortality has become a focus of inter- . 
national action in the past decade. In 1987 the United 
Nations Population Fund (UNFPA), the United Nations 
Childrens Fund (UNICEF), the World Health Organization 
(WHO), the World Bank, the International Planned Parent- 
hood Federation (IPPF), the Population Council, and agen- 
cies from 37 countries launched the Safe Motherhood 
Initiative. This campaign aims to cut maternal mortality in 
half by the year 2000. More recently, statements from the 
International Conference on Population and Development 
(ICPD), held in Cairo in 1994, and the Fourth World Confer- 
ence on Women, held in Beijing in 1995, have reaffirmed 
the global importance of addressing women's health issues, 
including maternal mortality and morbidity. Today, more 
and more developing countries are recognizing the need to 
take action (96, 164, 171, 230, 235, 245, 258, 289). 

While debate continues about the best strategies to adopt, 
under the Safe Motherhood Initiative a variety of programs 
have been developed to reduce maternal mortality and 
morbidity (1 59, 1 64, 1 74, 1 81 1. Some programs emphasize 
prenatal care to identify women at high risk of pregnancy 
complications. Others emphasize training for traditional 

Table 1 

I Mothers' 
Lives at Risk 
Maternal Deaths, 
Materna 1 Mortality 
Ratio, and Lifetime 
Risk of Maternal 
Death, by Region 

'~aternal  Mortalily Ratio 
(MMRI = the Iota1 number of 
maternal deaths for every 
100,000 live births. This ratio 
measures the risk of death a 
women faces each time she 
becomes pregnant. 

'~ustralia, New Zealand, and 
lapan are excluded from the 
regional totals but are included 
in the total for developed 
countries. 

Source: WHO & UNICEF 1996 
(295) 

Region 
WORLD ........................................... 

DEVELOPED COUNTRIEg ............ 
DEVELOPING COUNTRIES ........... 
AFRICA .......................................... 
Eastern Africa ............................... 
Middle Africa ................................ 
Northern Africa ............................ 
Southern Africa ............................ 
Western Africa ............................. 

ASIA* .............................................. 
Eastern Asia .................................. 
South-Central Asia ........................ 

......................... Southeastern Asia 
................................ Western Asia 

......................................... EUROPE 
.............................. Eastern Europe 

LATIN AMERICA & CARRIBBEAN. 
........................... Central America 

.............................. South America 
......................... NORTH AMERICA 

..................................... OCEANIA' 

Annual 
Number of 
Maternal 
Deaths 

585,000 
4,000 

582,000 
235,000 
97,000 
3 1,000 
16,000 
3,600 

87,000 
323,000 
24,000 

227,000 
56,000 
16,000 
3,200 
2,500 

23,000 
4,700 

15,000 
500 

1,400 

Maternal 
Mortality 

Ratio' 
430 
27 

480 
870 

1,060 
950 
340 
260 

1,020 
390 
9 5 

560 
440 
320 
36 
6 2 

190 
140 
200 

11 
680 

Lifetime 
Risk of 

Maternal 
Death- 
One in: 

60 
1,800 

48 
16 
12 
14 

sist with most births. 
Still others empha- 
size establishing or 
upgrading obstetric 
care to manage com- 
plications when they 
arise (96,235). Family 
planning programs 
also have contrib- 
uted to  the Safe 
Motherhood Initia- 
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Preventable Deaths, Avoidable Injuries 
The World Health Organization (WHO) defines maternal 
mortality as the death of a wornea during pregnancy or within 
42 days after pregnancy, irrespective of the dud011 or the 
site of the pregnancy. from any cause related b or aggravated 
by the pregnancy or its management (289). Fiw direct c8uses 
--hemorrhage, sepsis, pregnancy-induced hypertension, 
obstructed labor, and wmplicatlons of unsafe abortion- 
account for more than 80% of maternal deaths (4,26,54,181, 
345,258,285). Also, although not a direct cause, anemia b a 
factor in almost all maternal deaths. Anemia is very common 
unong women in developing countries, and as many as W o  
of pregnant women in developing countries suffer from mRi- 
tima1 enernia (59,289). An anemIc woman is five times mare 
likely to die of pregnancy-related causes than a woman who 
bnot  anemic (269). Anemia, typically the result of iron den- 
ciency, malaria, Or other parasitic diseases, contributes to ma- 
t&al mortality by mmaking women k able 16 survive hern~r- 
rhage and other mplications of pregnancy and delivery (147). 

Hemorrhage. The leading cause of maternal death, hemor- 
sltage can kill a woman within just a few minutes. During 
ptegnmcy or after delivery, hemorrhage can result from 
prolonged labor, uterine rupture, or early separation d t h e  
placenta h m  the uterine wall. Hemarrhage also can occur 
after miscarriage or unsafely induced ahtion,  

Sepsk Infection can develop h k r  delivery, miscarriage, or 
unsafe abortion, when tissue remains in the uteruq when un- 
clean hstruments or other objects are placed in the vagina. or 

: u: 

tive by helpins W U I I I ~ ~  U ~ C  ~ o n t r d c ~ p ~ ~ v e s  to ~ ~ ~ V C I I L  UIII~I- 

tended and high-risk pregnancies and to limit births (73,164). 

In most developing countries, however, one major cause of 
maternal death and disability remains largely unaddressed. 
Few countries provide adequate emergency medical care to 
prevent maternal deaths and illness resulting from the com- 
plications of unsafe abortions (74, 274, 282, 292). 

rn 
The Extent of Unsafe Abortion 

Each yearan estimated 36 million to 53 million abortionsare 
performed worldwide (94). Of those, as many as 20 million 
are considered unsafe--that is, they take place outside 
health care systems, are performed by unskilled providers 
under unsanitary conditions, or both (292). Most, but not all, 
unsafe abortions take place in developing countries where 
abortion is limited by law. 

In developing countries complications of unsafe abortion 
cause between 50,000 and 100,000 women's deaths annually 
(94,233,292). WHO estimates that the proportion of mater- 
nal mortality due to abortion complications ranges from 8% 
in Western Asia to 26% in South America, with a worldwide 
average of 13% (292). In some settings complications of 
unsafe abortion cause most maternal deaths, and in a few 
they may even be the leading cause of death for women of 
reproductive age (23, 78, 142, 153,157,203,207,255,292). 

Estimating the worldwide incidence of abortion and abortion- 
related deaths requires piecing together information from 
many sources. Where abortion is legal and data collection 

when ascptic procedures are not followed. Sepck ahition, 
when the endommial cavity or its contents become Infected, 
often follows incomplete abortion, spontaneous or induced. 

3 

Pregnancy-bduced hypertensbn, This condition can be one , 
of tho most difficult of obstetric emergencies to prevent and Cr9'i~ 
manage. f i e  early stage of this disorder is characteritad by 
high b l d  pressure, fluid retention {edema), and protein h 
the urine. Edarnpsia can m u r  during pregnancy or after 
delivery and can result in convulsions, heart or kidney failure, 
cerebral hemorrhage, and death (52.53). 

Obstructed labor. This condition ocm when the Infant's head 
cannot pass through the woman's pelvic opening. Obstructed 
labor can result tiom malpresentation of the infant or may be 
due ta a woman's physical immaturity, stunted growth, pehric 
distmtbn resulting fmm disease or malnutrition, or abnomali- 
ties d the cervix or vagina, sometimes resulting h u  kmale 
genital mutilation (260). Unless cesarean section can & per- 
formed, women struggling with obshcied labor can die from 
hemorrhage, u t e r h  Npatre, infection, or exhaustion. Ob- 
structed labor and the resulting complications are the primary 
cause of maternal death in subSaharan Attics (147,153,233). 

ComplkatIons of unsafe abortioh Gonunon wmplications 
include incompkte abortion, infection, hemorrhage, and intra- 
abdominal iqjuries, including cervical laceration and uterine 
perforation(135, 154). All can be fatal if left untreated. 
u_ -- - 
systems exist, accurate information i s  available, whl~t: in 
countries where abortion is legally restricted the only available 
abortion statistics are estimates. The quality of abortion esti- 
mates varies greatly among regions and countries. International 
efforts are underway to improve the quality of data available 
on both abortion-related deaths and maternal mortality (301 ). 

Latin America. According to estimates from WHO and oth- 
ers, the highest rate of unsafe abortion i s  in Latin America, 
where an estimated 4.6 million unsafe abortions take place 
each year, or 40 per 1,000 women of reproductive age (292). 
Unsafe abortion is estimated to cause one-quarter of all 
maternal deaths in Latin America-6,000 deaths each year 
(1 3, 292) (see Table 2). Hospital-based studies in some coun- 
tries have reported higher fractions (240). For example, be- 
tween 1985 and 1989 unsafe abortion accounted for nearly 
one-third of maternal mortality at one Colombian hospital 
(81). At a Brazilian hospital abortion complications accounted 
for 47% of maternal deaths between 1978 and 1987 (1 57). 

Asia. With the largest population of any region, Asia has the 
highest absolute number of unsafe abortions-about 9.2 
million each year-although the estimated abortion rate is 
the lowest in the developing world, at 12 per 1,000 women. 
Nearly half the world's unsafe abortions take place in Asia, 
almost one-third in South Asia alone. Unsafe abortion ac- 
counts for 12% of all maternal deaths in Asia40,OOO 
deaths each year (292) (see Table 2). 

Sub-Saharan Africa. It is African women, however, who are 
most likely to die when they undergo unsafe abortion; about 
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cstimaks have ranged frm 16 to - 

low. In Bangladesh, for exampb, for every matema1 
lifethmatenhg 

56'women. When 
pregnancy-related morbidity war wunted 

I . ' - .  &&atately'~~eluhg minor morbidilies ond multipte mar. 
ddit ica  for the ~ m t  woman), totals reached 700 matmal 
&nesma in Elangldesh; ovej I#bO In Egypt; and marly 

. -'in India for way mWm1 death (7S), 
& :J1 addition to affcctlng a wanan's physical health, t h w  ill- . . 

lso may be detrlmcntal$ her social and economic 
ng irthcy affect her ahibty to work or interact in her 

nity (49,55,74,245,258+ m). infeaility can be a 
tlng condition for women crnotmnall;y, wcSaUy, nnd 
a l ly  in countries where women derive their status 

aring ddldcen (289). 

one of every 150 abortions results in the woman's death 
(292). An estimated 3.7 million unsafe abortions are per- 
formed each year in sub-Saharan Africa, or 26 per 1,000 
women, and about 23,000 African women die from compli- 
cations (292) (see Table 2). Abortion complications ac- 
count for an estimated 13% of all maternal deaths in 
Africa (292). In some countries hospital-based studies 
report much higher percentages. For example, in Ethiopia 
a hospital-based study estimated that abortion complica- 
tions accounted for nearly 40% of maternal deaths (297). In 
Nigeria during the 1980s, at two teaching hospitals abor- 
tion complications accounted for 20% (1 7) and 35% (206) 
of maternal deaths. At a third hospital 37% of gynecologic 
deaths were due to abortion complications (8). 

Eastern Europe. In Eastern Europe couples have desired 
small families for decades, yet women have had little access 
to or confidence in modern contraceptives. By default, abor- 
tion has become the primary means of limiting fertility in 
many Eastern European countries and the Commonwealth 
of Independent States (CIS) (formerly the Soviet Union) (56, 
129, 130). While abortion is legal in these countries, many 
procedures are performed under unsanitary conditions or by 
poorly trained providers. Thus complications of unsafe abor- 
tion are a major cause of maternal mortality, accounting for 
25% to 30% of all maternal deaths in Russia, for example, 
and an estimated 50% in Albania (56, 136, 21 3). 

Where abortion is legal. In addition to Eastern Europe and 
the CIS, unsafe abortions also take place in some developing 
countries where abortion is legal. For example, in lndia 

One of the most serious and most common pregnancy- 
related morbidities, obstetric fistula, results from obstruckd 
labor. A fistula is an o p i n g  between the vagina and thc 
r&tum {recta-vaginal fstula) or the vagina and the urethra 
[wesic&iginel flstula) that allows feces or urine to leak Cto 
lh4 W&L A women with a fistulasuffe~g €mm incontinence, 
md the resulting odor and uncleanliness leave women u* 
wmfartebb snd often ostracized by their communities. 
Obstetric fistula can be wrgjcally repaired, alth6ugb m w  
wimeil in dey&pi@ cwnrdedack atceatlisoch care. 

Technolggits and health management systems commonly 
availabta in developed countries can prevent mast rnatemal 
deaths a d  Illnesses. Mhcrmorc, the appropriate medical 
reslponses to pregnawy-related complicathns usually 
requirena special "high-techn equipment or training (74, 
148,209,289). In many developing ccuntries, however, care 
ij not available. qr women cannqt ncach w e  in time. Thus it 
is often dlficult, if not impcwibl~, to separate the immediate 
medical cause o h  maternal death From h e  social, eamornic, 
and cultuial '&tors that lead up ta and influence hat  m d -  
$a1 condition and its management (67.74+253). Because 
maternal mortality is inextricably related to so many aocletal 
fac- WHO sad the United Natims Childrm's Fund 
(UNICEF) describe it 6s "a litmus tea d the status of 
women, their acoess to health c@re and the a4quacy ofhe 

able 2. Unsafe Abortion Worldwide 
WHO Global and Regional Estimates of 

Unsafe Abortions and Related Deaths, 1994 

Region 
World Total ........................ 

Developed Countries ....... 
Europe.. ........................ 

Developing Countries ...... 
Africa ............................ 
Asia ............................... 
Latin America ............... 

Annual 
Number of 

Unsafe 
Abortions 

(in Millions) 
20.00 
2.34 
.26 

17.62 
3.74 
9.24 
4.62 

I Figures may not add lo column totals due lo rounding. 
Source: WHO 1994 (292) 

Annual 
Number of 

Deaths from 
Unsafe 

Abortion 
70,000 

600 
100 

69,000 
23,000 
40,000 
6,000 

Risk of 
Death 

from Unsafe 
Abortion 
1 in 300 

1 in 3,700 
1 in 2,600 
1 in 250 
1 in 150 
1 in 250 
1 in 800 

Population Reports 

abortion is legal, and yet many women seek abortions out- 
side the formal health system because medical facilities 
equipped to provide safe abortion are few. Even where 
services are available in India, problems with confidential- 
ity, quality, and cost deter women from using them. Also, 
many people are unaware that abortion is legal (47,94,123, 
21 2,280). Of the estimated 5.3 million abortions induced in 
lndia in 1989, 4.7 million took place outside approved 
health care facilities and thus were potentially unsafe (1 23). 
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As many as 20 million unsafe abortions take place each year. In 
developing countries 70% to 50% of  women undergoing these 
abortions need subsequent medical care. Largely because care is 
lacking or inadequate, many of these women die unnecessarily. 

In Turkey, where abortion i s  legal, it must be performed or 
supervised by obstetrician-gynecologists, which makes safe 
abortions inaccessible to most rural women (1 85). Among 
Turkish women whose abortions are legal and performed in 
medical clinics, mortality i s  49 deaths per 100,000 procedures, 
while among women whose abortions take place outside 
medical clinics, the riskof death is four times as high, at 208 
deaths per 100,000 procedures (1 56). 

Also, in Zambia abortion is legal, but many women and 
service providers are unaware of its legality. Additionally, 
legal, safeabortion is inaccessible to mostwomen becausethey 
must obtain the consent of three physicians (1 65). Thus, for 
every woman in Zambia obtaining a legal abortion in 1991, 
five sought emergency treatment for complications of un- 
safely induced abortions (41). 

Where abortion is restricted. Conversely, even where abor- 
tion is restricted by law, safe abortion is usually available to 
those who can afford it. Throughout Latin America, for 
example, private clinics offer abortion services; in Brazil 
some have even advertised in newspapers (94). In Morocco 
and Iran abortion is generally illegal, but it is reported that 
women who can pay high fees to medical providers obtain 
abortions that are safer than those offered by traditional 
midwives (80, 198). Also, women who can afford to travel go 
to countries where abortion is legal to obtain safe services. 

I 

Complications of Unsafe Abortion 
Deaths related to unsafe abortion in developing regions are 
estimated as high as 100 deaths per 100,000 abortions in 
Latin America, 400 deaths per 100,000 abortions in Asia, 
and 600 deaths per 100,000 abortions in Africa (292). In 
contrast, the aggregate mortality rate from complications of 
legal abortions in 13 countries, most of them developed, for 
which accurate data are available is 0.6 deaths per 100,000 
abortions (94). The mortality rate is low because in these 

countries abortions are performed largely by skilled provid- 
ers using appropriate equipment under aseptic conditions. 

From a range of studies, WHO estimates that 10% to 50% of 
women undergoing unsafe abortions in developing coun- 
tries need subsequent medical care (292). Four factors, along 
with the overall health of the woman, determine the risk that 
a woman undergoing an abortion will experience medical 
complications or die from the procedure--41 the abortion 
method used, (2) the provider's skill, (3) the length of gesta- 
tion, and (4) the accessibility and quality of medical facilities 
to treat complications if they occur (1 67, 233). 

The most common abortion complications are incomplete 
abortion, sepsis, hemorrhage, and intra-abdorninal injury (9, 
150, 154, 155, 292). Except for intra-abdominal injury, all 
complications can result from either spontaneous abortion 
(miscarriage) or induced abortion. Left untreated, each can . 
lead to death (1 33, 150, 154). Also, women surviving imme- 
diate abortion complications often suffer life-long disability 
or faceelevated riskof complications in future pregnancies (96, 
166,292) (see box, pp. 4-5). 

Incompleteabortion. When tissue remains in the uterus after 
either miscarriage or unsafely induced abortion, the woman 
suffers "incomplete abortion," the most common abortion 
complication. Typical symptoms include pelvic pain, cramps 
or backache, persistent bleeding, and a soft, enlarged uterus 
(1 54, 250, 282). 

Sepsis. Septic abortion results when the endometrial cavity 
and its contents become infected (1541, usually after con- 
taminated instruments are inserted into the cervix or when 
tissue remains in the uterus (282). In addition to suffering the 
general symptoms of incomplete abortion, women with 
sepsis have fever, chills, and foul-smelling vaginal dis- 
charge. Bleeding may be either slight or heavy (1 54, 250, 
282). The first signs of septic abortion usually appear a few 
days after the miscarriage or unsafe abortion. The infection 
can quickly spread from the uterus to become generalized 
abdominal sepsis. High fever, difficulty breathing, and low 
blood pressure often indicate a more extensive infection (252). 

Hemorrhage. Heavy bleeding can occur when incomplete 
abortion is left untreated. Also, some techniques to induce 
abortion, such as sharp curettage or inserting sticks or other 
objects into the cervix can result in intra-abdominal injuries 
that cause heavy bleeding. Herbs, drugs, or caustic chemi- 
cals swallowed or placed into the vagina or cervix can cause 
toxic reactions and also lead to hemorrhage (1 54). The risk 
of postabortion hemorrhage increases with gestational age, 
as well as with the use of general anesthesia during unsafely 
induced abortion (48, 285). 

Intra-abdominal injury. When instruments are inserted into 
the cervix to cause abortion, the cervix, the uterus, or other 
internal organs can be cut or punctured. The most common 
injury is perforation of the uterine wall. The ovaries, fallo- 
pian tubes, bowel, bladder, or rectum also can be damaged 
(292). Intra-abdominal injury can cause internal hemor- 
rhage with little or no visible vaginal bleeding. 

How many women need care? Sepsis and hemorrhage result- 
ing from spontaneous abortion or unsafely induced abortion 
often are the most common reasons that women in develop- 
ing countries seek treatment in hospital obstetric and gyne- 
cologic wards (1 55, 231). In Kenya, for example, two 
hospital-based studies conducted during the 1980s found 
that women with postabortion complications accounted for 
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60% of all gynecological admissions (1 0, 207). In a 7-year 
study, abortion complications constituted 77% of all emer- 
gency gynecological admissions at University College Hos- 
pital in Ibadan, Nigeria (1 50). A recent Egyptian study of 86 
public-sector hospitals found that 28,000 women seek 
postabortion treatment at these facilities each month (62). 

Poor women and young women often suffer the most mor- 
tality and morbidity from unsafe abortions. Where abortion 
i s  restricted, they rarely have access to safe services, and they 
also are more likely to have unintended pregnancies because 
they lack access to family planning (60, 94, 21 0, 21 1 ). For 
example, in Latin America cities, where abortions are increas- 
inglyperformed by medical providers, poor women are more 
likely to be hospitalized for abortion complications than 
wealthy women, who seek safe abortions in private clinics. 
Poor women are likely to try to induce abortions themselves or 
go to untrained or poorly skilled providers because they cannot 
pay doctors' fees (21 0,240). In addition to the absence of or 
distance to medical facilities, cultural factors, such as the 
inability to travel without a male escort, often limit a 
woman's access to medical care when complications arise. 

Women experiencing spontaneous abortion (miscarriage) 
need prompt, compassionate medical care. In Egypt, for 
example, one-third of the women seeking treatment at the 
86 public-sector hospitals apparently had experienced mis- 
carriage-they showed no signs of induced abortion and 
stated that the pregnancy was planned and desired (62). Like 
women undergoing unsafe abortions, women experiencing 
miscarriage face unnecessary health risks, permanent dis- 
ability, or even death where postabortion care is unavailable 
or ineffective (87, 177, 279). 

In addition to causing many deaths and much suffering, 
c- abortion complications consume a large portion of health- 

care budgets and scarce medical resources. In some areas, 
for example, large amounts of resources such as blood 
supply are used for treating complications of unsafe abortion 
(1 0,91, 122, 150, 275). 

Planning Care To L O  1 0 

Abortion complications are a common medical emergency 
in developing countries. Yet, in most, postabortion care is 
provided in a crisis atmosphere (34, 46). Most developing- 
country health systems, whatever their national policies 
toward induced abortion, do not systematically plan for or 
effectively provide emergency medical care for women suf- 
fering from abortion complications (1 14, 148, 209, 277, 
279, 289). As a result, treatment is often delayed and inef- 
fective, with life-threatening and costly consequences. 

As researchers Judith Fortney and Karungari Kiragu summa- 
rized regarding postabortion care in Africa: 

Women may be left without emergency care, either 
through lack of planning or foresight on the part of 
health care providers, because the women themselves 
are afraid to seek care when complications arise because 
abortion is illegal, or because providers themselves do 
not place priority on treating these women, even when 
their condition is critical. Furthermore, the lack of 
coordination between postabortion care and family 
planning facilities leaves many women who do survive 
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International Statements Urge 
Humane Postabortion Care 
International meetings have recently pointed to unsafe abortion 
as a worldwide public health problem and called on govern- 
ments and health systems to improve emergency care for women 
suffering complications of unsafe abortion. Statements from 
these meetings urge nations to provide humane postabortion 
medical care and to provide women with family planning serv- 
ices and counseling (1 1 1,263,264). 

Cairo. The United Nations International Conference on Popu- 
lation and Development (ICPD), held in Cairo in 1994, created 
the first globally recognized document to acknowledge that 
improving postabortion care i s  vital to women's health (187). In 
its much-debated paragraph 8.25, the conference's Program of 
Action states: 

In no case shouldabortion be promotedasa method offamily 
planning. All governments and relevant intergovernmental 
and non-governmental organizations are urged to 
strengthen their commitment to women's health, to deal with 
the health impact of unsafe abortion as a majorpublic health 
concern and to reduce the recourse to abortion through 
expanded and improved family planning services. Preven- 
tion of unwanted pregnancies must always be given the 
highest priority and every attempt should be made to elimi- 
nate the need for abortion. Women who have unwanted 
pregnancies should have ready access to reliable informa- 
tion and compassionate counseling. Any measures or 
changes related to abortion within the health system can only 
be determined at the national or local level according to the 
national legislative process. In circumstances where abor- 
tion is not against the law, such abortion should be safe. In 
all cases women should have access to quality services for 
the management of complications arising from abortion. 
Postabortion counseling, education and family planning 
services should be offered promptly which will also help to 
avoid repeat abortions. (264) 

Mauritius. Also in  1994, representatives from 20 African coun- 
tries met in Mauritius for the International Planned Parenthood 
Federation (IPPF) Conference on Unsafe Abortion and Postabor- 
tion Family Planning. The resulting Mauritius Declaration 
called upon participating countries to address the health and 
social problems that unsafe abortion causes for African women. 
The declaration called for countries to strengthen family planning 
information, education, and services; to emphasize male respon- 
sibility in family planning and in preventing unwanted pregnan- 
cies; to increase availability of high-quality, prompt, humane 
emergency treatment for women with complications of unsafe 
abortions, including adolescents; and to ensure the provision of 
postabortion counseling and family planning services (1 1 1). 

Beijing. I n  1995 the Fourth World Conference on Women, held 
in Beijing, reaffirmed the importance of providing emergency 
medical care to women suffering postabortion complications. 
Paragraph 107(i) of the Beijing Statement urges that governments: 

Recognize anddeal with the health impact of unsafe abortion 
as a major public health concern, as agreed in paragraph 
8.25 of the Programme of Action of the International Con- 
ference on Population and Development. (263) 



postabortion complications at risk for another un- 
planned pregnancy and another unsafe abortion (74). 

Recently, statements from major international meetings have 
recognized unsafe abortion as a global public health con- 
cern and called for improved medical care for women 
suffering abortion complications (see box, p. 7). 

I 
The Need to Plan Care 

Most abortion-related deaths and disabilities can be pre- 
vented with emergency medical procedures that require 
only basic equipment, skills, and drugs. In most cases when 
women die or suffer permanent disability, it is because they 
do not receive medical treatment soon enough. In develop- 
ing countries many women with abortion complications 
suffer for days before seeking or receiving care (22,61,204, 
219, 255). For example, at an Indonesian hospital most 
women arrived already in critical condition (61). The case of 
a 35-year-old Bolivian woman is typical. She died of abor- 
tion complications within three hours of arriving at a hospi- 

. : -  . . . . . .  

Unsafe abortion among young women is an increasing 
problem in the developing world, particularly in Africa and 
Latin America (22,24,74,97, 191,217,292). Estimates of 
abortions among women under age 20 in developing coun- 
tries range from 1 million to 4.4 million a year. Most of 
these abortions are unsafe, and for some young women, L 

unsafe abortion results in life-long disability, infertility, 6r 
death (39,87, 186, 195,216,299). Where abortion is un- 
safe, it may be one of the greatest health risks that a you*. 
woman can face (168). 

Women under age 20 often account for more than their . 

share of abortion complication cases reported by develop 
ingcountry hospitals (34.97, 145,216,222,256). In 
Kenya, for example, 53% of septic abortion patients wen  
under age 20 (10). In two Nigerian studies adolescent girls 
represented 61 % and 74% of septic abortion patients (6.7). 
Similarly, young and unmarried women often account for 
more than their share of abortion-related deaths. For exam- 
ple, in a Ugandan study almost 60% of deaths due to unsafe 
abortion occurred among women under age 20 (266). A .:: -- 
Nigerian study found that abortion complicalions were hi' 
most common cause of death among unmarried women 

tal, but she had been suffering symptoms for 15 days before 
seeking treatment (22). 

Many women or the friends or family members caring for 
them delay seeking care after unsafe abortion because they 
are afraid providers wil l refuse them care and notify the 
authorities (21 9). Some delay seeking care because they are 
unfamiliar with or afraid of the formal health care system. In 
some cases, they do not recognize how serious the compli- 
cations are (219, 253). Still others cannot obtain or pay for 
transportation to a hospital or pay for medical care or sup- 
plies. Young women often delay seeking care even longer 
than their older counterparts because they fear their parents' 
reaction or because they do not know how to find health 
care (see box, this page). 

Once they reach hospitals or clinics, many women wait for 
hours, and in some cases, days, before receiving medical 
attention (2, 46, 128, 134, 177). In Nepal, for example, 
women admitted to the national maternity hospital with 
abonion complications once waited one to seven days for 
treatment (1 77). Common reasons that care is delayed or 

Unsafe Abortion Increasing Among Young Women , 

had become pregnant within just lhree months of starting 
sexual activity (173). In Mexico City nearly two-thirds of 
women ages 18 to 19 with premarital sexual exper im re- 
ported that they had been pregnanl at least once (193). am 

Faced with unintended pregnancy, many young women tur 
lo abortion rather than getting married or bearing the child 
as a single mother (37). For example, a Nigerian study 
bund that 90% of unmarried and working women with un- 
Intended pregnancies had abortions (203). Anorher Nigerian 
study, involving 1,800 never-married women ages 14 to 25 
bund that, of those who had experienced sexual relations, 
nearly half of students and twethirds of nonstudents had 
b n  pregnant, and nearty all had ended their pregnancies with 
abortion (201). In some areas of Nigeria and Kenya young 
pople know more about-and have more favorable atti- 
Ludes toward+rlion than modern contracepion (25). 

Many young women risk unsafe abortion to avoid leaving 
khool(208). In one Zambian study, for example, 81% of 
women hospitalized for complications of unsafe abortions 
Cere students who did not want mistimed pregnancy to dis- 
rupt their education (237). Young women who have given 
birth rarely return to school, whether they are married or ages 15 to 24, particularly those in school (203). 

'aot (84). Some countries routinely expel students who be- 
Low cootrace~tive use* As young in many devel- &jmc pregnant; in Kenya nearly lO,MK) are fmed to 
oping countries m a w  later, more a r e e x ~ e r i e w i ~ ~  sex U. 'Leave school each year beau* they we pregnant (70). 
before marriage. While some adolescents become sexually . - 
active by choice, others are coerced or forcexi-either physi- kmng, unmarried women are more likely than older women 
cally ot because of economic need-into sex. Few young b seek abortions from untrained providers and to attempt 
people, especially the unmarried, use contraception the first 'dangerous, late, and often =If-induced abortions, often be- 
time they have sex (182.194). Studies in a number of coun- gause of fear, shame, lack of access, or lack of money (37, 
tries have found that women delay about one year on aver- :#5,97, 108,216,284). Furthermore, for the same reasons, 
age between starting sexual activity and first using modern .young women are more likely to delay seeking medical 
contraceptives {12,50,137). Many pregnancies occur within care for abortion complications (241,299). For example, 
a year after fust sexual intercourse (50,298), and mwt are N. Nigerian adolescents said that, If they suffered abortion 
unintended (194). For example, among 200 16-year~lds &k;- domplications, they would be more likely to run away from 
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unavailable at clinics or hospitals include lack of protocols, can delay treatment (1 4, 135, 138, 154). In one Ethiopian 
misdiagnosis, punitive attitudes among providers, and heavy hospital, where abortion complications accounted for 41 % 
case loads and hospital overload due to lack of supplies or of maternal deaths, severe shortages of medical equipment, 
trained personnel. drugs, intravenous fluids, and blood for transfusion compro- 

Lack of protocols. Women suffering from abortion complica- 
tions often are not treated immediately because no clear plan 
exists for postabortion care (1 4, 135, 138, 154, 21 9). Without 
a clear treatment protocol, providers may not know which 
treatment is the most appropriate for abortion complications 
or may lack the needed supplies for appropriate treatment. For 
example, in many countries providers still use general rather 
than local anesthesia when treating abortion complications, 
needlessly increasing the preparation time, equipment, and 
personnel needed for the procedure as well as the woman's 
health risk and recovery time (95,186,238,277,282). 

Where no clear postabortion care plan has been developed, 
providers may not understand their responsibility to treat 
postabortion complications, especially in settings where 
abortion i s  prohibited. Treatment may be delayed because 
providers fear legal action against them. In Bolivia, for 
example, some staff mistakenly thought that their hospital's 
policy required them to refuse to treat women suffering 
complications of incomplete abortion (21 9). When a plan for 
postabortion care is developed, all providers must be made 
aware of the plan and the treatment protocol to avoid delays. 

Misdiagnosis. In some cases appropriate treatment is de- 
layed because providers are not immediately aware that a 
woman's condition is pregnancy-related. Some women may 
not acknowledge that they have attempted to induce abor- 
tion or may not even acknowledge that they are pregnant 
(21 8,282). Also, providers may not recognize the severity of 
the woman's complication. In Zambia, for example, an 

r 1 Syear-old suffering from septic abortion was hospitalized 
for 14 days with a misdiagnosis of malaria before a gynecolo- 
gist diagnosed her true condition. Despite surgery and ap- 
propriate antibiotic therapy, the woman died 8 days later, 22 
days after being hospitalized (46). 

Punitive attitudes. Deep differences in attitudes toward in- 
duced abortion exist among policy-makers and among 
health professionals around the world. Some health care 
providers hold judgmental or punitive attitudes toward 
women who have had abortions, and their attitudes can 
affect the care that they give postabortion patients (3, 200, 
243, 247). Even in countries where abortion is legal, some 
providers who disapprove of abortion have difficulty sepa- 
rating their personal feelings about abortion from their pro- 
fessional commitment to provide medical care (1 40, 244). 

Some providers feel a need to punish women by delaying 
treatment, withholding pain medication, or charging higher 
fees than the actual cost of treatment (3, 172, 243). Some 
berate women for attempting abortion, for not using family 
planning, or for having sex in the first place (200, 218). 
When resources are scarce and personnel are overworked, 
some providers may resent caring for women who have 
undergone unsafe abortion, whom they see as a low priority 
and as bringing the problem on themselves. As one provider in 
Kenya described it, "The patients are generally handled as 
criminals or sinners" (242). Because in many cases it is  impos- 
sible to differentiate between induced and spontaneous abor- 

r tion, such attitudes affect the care offered to women suffering 
miscarriage as well as those whose abortion was induced. 

Hospital overload. Heavy emergency case loads, lack of 
supplies and drugs, and shortage of trained personnel also 
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mi& the standard of care available for treating all pregnaky- 
related emergencies, including abortion complications (1 4). 
Delays may be even more common at smaller, district hos- 
pitals. A study in Bangladesh, for example, found that 15% 
of district hospitals did not provide blood transfusions and 
that some smaller facilities did not provide even basic ob- 
stetric care, despite having doctors on staff (1 75). In many 
countries this lack of care often reflects a larger, systemic 
problem of inadequate care for all medical emergencies. 

M 
Improving Care, Saving Lives 

While each nation determines its own policy on the legal 
status of induced abortion practices, wherever women resort 
to unsafe abortion or experience miscarriage they will con- 
tinue to need medical treatment for complications. Women 
need not die or suffer permanent injury from abortion com- 
plications. Health systems and providers can save many 
thousands of lives by offering women postabortion care that 
meets women's immediate medical needs as well as the need 
to avoid future unintended pregnancies and unsafe abortions. 

A postabortion care strategy i s  a public health approach that 
focuses on identifying and correcting critical deficits in 
emergency medical service delivery and management. In a 
postabortion care approach, health systems treat abortion 
complications quickly and efficiently and ensure that medi- 
cal care, family planning, and other reproductive health care 
are available and accessible to as many women as possible. 
Postabortion care includes family planning counseling and 
services offered to all women treated for abortion complica- 
tions (and their partners, when appropriate) to reduce their . .  . 
risk of future unwanted pregnancies and repeat abortions 
and refers women to other reproductive health services as 
needed (87, 277). 

Working in stages. The key to an effective postabortion care 
strategy is starting with whatever improvements in care are 
most feasible and most appropriate for each particular set- 
ting-and starting immediately. The level of medical care 

Where abortion is unsafe, it may be one of thegreatest health risks 
a young woman can face. Abortions are especially dangerous for 
young women because often they delay seeking abortion, they go 
to untrained providers, or they attempt self-induced abortions. 



available and factors that affect women's access to care vary 
widely throughout developing countries. In many situations 
a postabortion care strategy will need to be developed and 
introduced in stages. For example, in some Latin American 
countries the stigma attached to manual vacuum aspiration 
(MVA) equipment was so great that many practitionerswere not 
eager to adopt the new technique for postabortion care. In such 
settings working first to offer family planning services to all 
postabortion women met with more success (1 00). In other 
settings a full-scale program training physicians in MVA, 
creating an MVA treatment area, and introducing family 
planning services has been successful (1 77). 

In most developing countries improving postabortion care is 
an enormous challenge. Improving care requires leadership 
within the health system, strategic planning, programmatic 
change, and cooperation among various sectors of the 
health system. Often, advocates of improved postabortion 
care will find that they are at only the beginning stage of an 
overall postabortion care plan. 

Ultimately, all postabortion care strategies should make 
available care that i s  complete, appropriate, and prompt. 
The word "CAP" can be used as an acronym to help remem- 
ber the three components of effective postabortion care: 

Complete care: Ensuring that a l l  women treated for com- 
plications of unsafe abortion are offered family planning 
counseling and services as well as other reproductive 
healthcare (see pp. 12-1 9). 

Appropriate care: Adopting manual vacuum aspiration 
(MVA) and switching to local anesthesia to provide 
women with better care and to consume fewer resources 
(see pp. 20-23). Training providers, including nonphysi- 
cians where appropriate, to provide postabortion care 
under local anesthesia. 

Prompt care: Avoiding delays by decentralizing postabor- 
tion care and setting up a referral system so that women 
receive care earlier (see pp. 23-28). 

A postabortion care strategy i s  a combined approach that 
emphasizes both treatment and prevention-treatment of 
the.current emergency and prevention of future unintended 
pregnancies, especially among women highly likely to resort 
to unsafe abortion. Effectively treating abortion complica- 
tions, providing family planning to prevent future unintended 
pregnancies and unsafe abortions, and linking women to other 
reproductive health servicescan substantially reduce the num- 
ber of abortion-related death+taking a significant step 
toward the global goal of reducing maternal mortality. 

Communicating for change. Information, education, and 
communication (IEC) programs to identify and publicize the 
scoDe of the ~roblem and alert the ~ u b l i c  and health care 
prohders t ~ ' ~ o t e n t i a l  solutions a;e a critical part of a 
postabortion care strategy (282). Health system administrators 
and ~olicv-makers first need to learn about and acknow- , r 

ledge the magnitude of the problem of unsafe abortion in 
their countries before they can plan ahead to provide the 
care women need (1 86). Thus, advocacy for better postabor- 
tion care is often the necessary first step. Public health 
advocates can speak out about the need to provide postabor- 
tion care, citing local statistics on women's deaths and the 
costs to local hospitals and clinics (1 84, 187, 282) (see box, 
p. 26). Community health workers and primary-level provid- 
ers can develop campaigns informing the about the 
dangers of unsafe abortion and the need to seek care imme- 
diately when complications develop (87, 184, 187,282). 

Also, mass-media campaigns can alert the public to the 
problem of unsafe abortion. In Bolivia, for example, the 
1994 and 1996 national reproductive health campaigns 
included radio and television spots about maternal deaths 
caused by unsafe abortion. According to evaluation find- 
ings, people were more likely to recall the spots about unsafe 
abortion than any of the others in the campaign (234, 267). 

When health officials, political and community leaders, and 
women's organizations speak out about maternal mortality 
and the dangers of unsafe abortion, they can encourage 
public discussion and sometimes generate public will to 
address the problem. For example, Bolivia's vice president 
and his wife called attention to the need to reduce maternal 
mortality by appearing together in a television spot for the 
1996 national reproductive health campaign (234). Later, 
when the Bolivian secretary of health sparked controversy 
by publicly discussing unsafe abortion, the resulting media 

' 

coverage reached all corners of the country. While no formal 
programmatic action has yet resulted from this public de- 
bate, many people throughout the country became con- 
vinced of the need to provide care for women suffering from 
abortion complications (31 ). 

Within the health system, providers at all levels often need 
to be educated about the seriousness of abortion complica- 
tions. Baseline research for an Egyptian project, for example, 
found that few physicians knew the common long-term 
health effects of unsafe abortion (214). In many countries 
providers are unaware of the magnitude of the problem in 
their area or the large role that abortion complications play 
in causing maternal deaths. Also, educating providers about 
the dangers of folk abortion methods is important in some 
areas. In Nepal, for example, a 5-hospital study found that 
vaginal preparations and ointments, the most common abor- 
tion methods used by traditional birth attendants, were 
associated with half of the deaths reported (255). 

Providers and others in the community invariably have 
questions about the legality of treating postabortion compli- 
cations. In Kenya, for example, during a postabortion care 
workshop, providers asked that training include a session 
explaining their country's abortion restrictions so that 
providers would understand clearly the legality of providing 
postabortion care (243). Advocates can provide clear informa- 
tion, citing international mandates such as the Cairo Program 
of Action as well as national and local statements that 
postabortion care is legal and important (1 45) (see box, p. 7). 

Addressing negative attitudes. An important component of 
every strategy to improve postabortion care is addressing 
negative attitudes-among the public, among policy-mak- 
ers, and among health care providers. Effective postabortion 
care training programs for health care providers encourage 
them to examine their attitudes about unsafe abortion and 
the women who suffer its consequences. Providers learn to 
examine the social problem of unsafe abortion, including its 
role in maternal deaths. Role-playing exercises can help 
providers look at individual women's experiences and to 
empathize with the circumstances that lead them to have 
unsafe abortions. Empathy means putting oneself in another 
person's situation and trying to understand that person's 
feelings and point of view (see box, p. 11). When providers 
and others learn to empathize, they learn not to assume that 
they know the woman's circumstances but instead to see 
each woman as an individual who needs medical care (276). 
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1 PUT YOURSELF IN HER SHOES 
I Family Planning Counseling to Prevent Repeat Abortion 

Thmgh caring, empathic counseling about family 
planning, health care providers can make a difference 
in the lives of women treated for postabortion compli- 
cations. Put Yourself in Her Shes: Family Planning 
Counseling to Prevent Repear Abarliwl is a 30-minute 
training video on postabortion counseling that shows 
how a maternity ward nurse learns to empathize with 
her postabcdon patients and help them begin using fam- 
ily planning. 

Filmed in Zambia, the video illu.strates the key points 
of postabortion family planning counseling through the 
stories of four womm haspitalized after unsafe a b r -  
tion. IYhe photos on pages 6 and 9 come from the video. 

The video is intended for emergency care providers, 
such as gynecologists, obstetricians, other physicians, 
nursernidwivcs, nurses, and medical offan, as well 
as fsunily planning counselors. The vidm shows how 
b make a clear, usefir1 refmal for fmily planning m- 

ices and emphasizes the three essential messages tRa 1 providers need to convey clearly to women to help 
prevent future unintended pregnancies and repeat 
abortions. 

The videatraining package includes a user's guide, a 
checkIist on postabortion family planning caunseling, 
and s prototype brochure for clients. The video was 
developed and produced by Johns Hopkins Population 
Communication Services (JHU/PCS) in cdlaborstion 
with the Program for Appropriate'Technology in 
.Health (PATH). 

The package is available in English, and a French 
version is expected in late 1997. Send inquiries to: 
Manager, MediaMaterials .Clearinghouse, Johns Hop- 
kins Population Information Program, 1 1 1 Market 
Place, Suite 3 10, Baltimore, Maryland 21 ZW-4Ol2, 
USA; fax 4 10-659-6266; or ernail mmc@jhu.edu 



ional Publications on Postabortion Care and Family Planning 
f i e  following publiiations off;tr dehiled information an treating postabortion camplkations and providing 
postabsrtion family planning counseling and services: 

Family Planning CounxHng: 
A Curriculum Prototype. 
(Ttalner's manual and 
perlicipant's banbbook). 
AVSC International. 1995. 
Talking with Ctients abwt 
Family PTannin~: A Guide for 
Hcrdth Care Providexs. 
AVSC Inleinatlonal, 1995. 
Contact: 
A W C  Inlcmrtbnd 
Material Rcsourcc Department 
79 Madison Ave. 
New Y a k  NY 10016, USA. 

Posrabottion Care Course 
Handbook: Guide for Parlidpants. 
IHPIEGO. 1995. 

Postabortion Care Trainer's 
Notebook. 
IHPlEGO, 1995. 
comct: 
3HPIM;O 
Materials Division 
1615 Thaines St., Suite 200 
Baltimore, MD 2 123 I, USA 
Fax: 4 10-61 4-0586. 

Family Planning FoHowi~  Postaborlion Trtarment (wall chart). 
Iplts, IW7. 

M a n d  Vacuum A~pirolion Guide for Clinicians. 
L Yotdy, A.H. l..ecmud,and I. Winkler. [pas. 1993. 

Meeting Women's N& for Postabortion Family Planning: 
Framing he Questbonk 
J. Beason, A.H. Leonard, J. Winkler, M. Wolf, and 
K.E. McLaurin. I p s .  1992. (Issues in Aborclon Care 2). 

Pain Control for Treatment of lncompblo Abonion with MVA. 
A. Margolis, A.H, Leonard, and L. Yordy. 
kfvamcr in Abwriorr Carp 3(1); 1-8. Ipas. 1993, 

Postabrtion Care: A Reference Manual for Improving Quality 
of Cart. J. Winkler. E. Oliveras, and N. Mclnloeh, editors. 
Postabrtlon Care Consortium, 1995. 

Postabortion Family Planning: A Curriculum Guide for 
Improving Counseling rind Senice& 
I. Winklet and R. Gringle, ebirora. Ipas, 19%. 

Rotocd for Reusing lpas Manual Vacuun Aspiration 
Irrstrumenu. A.K Leonard and L.Yordy. 
Advmcds h Abwcim Car4 211):i-12. Ips .  1992. 

Conlacl; 
Ipas, P.O. Box 999, Carrboto, NC 275 10. USA. 
Fax: 91 9-929-0258, Single oopies of Advances In 
A b d m  Cure isues arc available free of charge. 

Clinical Managcrncnl of 
A W i n  Complications: 
A Practical Ouldc. 
Wotld Health Orrylnization 
Maternal Health and 
Safe Motherhood Progcmun 
1994. 

~ochnical ~IMI Managerial 
Ouidelines f i r  Prevention 
ard Treatment. 
World Health Organiuttibn, 
1 993- 

Paslabdon Family 
Planning: Guidelines for 
Programme Managers. 
Wotld Health .Orp"Tzallon, 
~forthcorning], 

Contact 
World Health 
Organizallw 
Publications Center 
121 1 Geneva 27, 
Switawland 
Fax: 4 1-22-791 -0746. 

Complete Care, 
Providing Family 

Linking emergency postabort& care with family planning 
and other reproductive health services is crucial if women 
are to avoid future unintended pregnancies and unsafe abor- 
tions. Few clinics or hospitals, however, offer women family 
planning counseling and services. Ensuring that family plan- 
ning counseling and services are offered to all women 
treated for complications of unsafe abortion usually i s  one of 
the most immediate ways to improve postabortion care. 

Most women who have risked their health and even their 
lives undergoing unsafe abortion want to avoid pregnancy 
(33, 161, 209, 228, 236, 282, 287). When family planning 
counseling and services are offered to women treated for 
abortion complications, many begin using a contraceptive 
method. Family planning counseling, always important, is 
indispensable for women who have been treated for abor- 
tion complications because they often need to address 
broader issues than choosing a contraceptive method (1 07). 

The Need for Family Planning 
Despite their widely varying circumstances, many women 
treated for complications of unsafe abortion share one char- 
acteristic: they were not using contraception before their 

abortion. In studies, fewer than one-third of women in Latin 
America, Asia, and Africa receiving care for complications 
of unsafe abortion have ever used modern contraceptives (8, 
15,82, 132, 149,191, 192,261 1. Other women were using 
a contraceptive method that failed for one reason or another. 

While few women treated for abortion complications have 
used family planning before, most want family planning (5, 
49, 90, 92, 132, 179, 247). Also, for many women, emer- 
gency postabortion care may be one of their few contacts 
with the formal health system and an opportunity for them 
to receive family planning and other reproductive health 
services (87). Particularly for young women, postabortion 
care that links them to family planning and other reproductive 
health services can have a profound effect on their future 
health. Services, however, must always be offered as an 
option, rather than as a requirement or condition for receiv- 
ing postabortion emergency care (1 88, 279,282). 

Missed opportunities. While the postabortion care setting is 
an important opportunity for offering family planning coun- 
seling and services, the opportunity is too often missed (33, 
161,170,261 1. Few women in developing countries receive 
family planning counseling and services after their postabor- 
tion emergency care (87, 139, 188, 21 5, 246). A recent 
survey in Kenya, for example, found that 91% of providers 
reported that women treated after unsafe abortions do not 
routinely receive family planning information in their facili- 
ties, even though 86% thought that women should receive 
family planning information (21 5). Also, observations in two 
major Egyptian hospitals in 1994 found that fewer than 3% 
of women treated for postabortion complications were 
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counseled about family planning (21 4). At one Turkish gov- 
ernment hospital only 14% of women reported receiving 
family planning counseling and information, despite the fact 
that the doctors treating them were trained in family plan- 
ning counseling and services (43). 

Clinicians providing emergency postabortion care often do 
not see family planning services as part of postabortion care 
or as their responsibility (87, 200, 276). Often, physicians 
expect others to provide family planning counseling (246). 
Some providers mistakenly think that it is enough to tell a 
woman who has been treated for abortion complications, 
"You need togo to the family planningclinic when you leave 
here" (32). Some clinicians who do not routinely provide 
family planning services know little about family planning 
methods, are misinformed about contraceptive technology, 
or follow outdated guidelines about postabortion family 
planning use (1 40, 276). 

For their part, few family planning programs specifically 
offer postabortion family planning counseling and services 
or see women who have had unsafe abortions as part of 
either their clientele for services or their audience for family 
planning communication (87, 148). Few family planning 
programs are linked to emergency care providers through a 
formal referral network. Also, family planning providers 
often are not familiar with the common complications of 
unsafe abortion or with treatment techniques and thus have 
limited understanding of which family planning methods are 
appropriate under what circumstances (87, 200). 

Avoiding Repeat Abortion 
Women who receive no family planning counseling or 
services after treatment for abortion complications often be- 
come pregnant again, and some have another unsafe abor- 
tion. In Latin America nearly one-third of women treated for 
abortion complications had undergone one or more pre- 
vious abortions, a 4-country analysis of hospital records 
found (241). In Estonia more women being treated for 
postabortion complications had undergone a previous abor- 
tion (64%) than had ever used contraception (57%) (1 6). In Ni- 
geria women seeking treatment for postabortion complications 
were more likely to have had a previous abortion than to have 
used contraception, according to a 3-year study at a university 
hospital. Only 5% had ever used contraception, while over 
twice as many-1 1 %-reported a previous abortion (1 7). 

In contrast, where family planning services are made avail- 
able to women who have had abortions, the women are 
likely to use family planning (179, 228). In the US, for 
example, undergoing an abortion, when followed by ade- 
quate family planning counseling and services, increased 
the likelihood that young women would consistently prac- 
tice effective contraception in the future, one study found. 
Before their abortions only 25% of the women consistently 
used a modern contraceptive method, while one year after- 
ward 77% did so (5). 

Linking emergency care and family planning. All hospitals 
or clinics treating women for complications of unsafe abor- 
tion should consider starting a family planning program 
on-site as part of postabortion care. They can provide 
postabortion family planning counseling together with as 
full a range of contraceptive methods as possible. Reversible 
modern methods, such as condoms, spermicides, inject- 
able~, and oral contraceptives, can be offered to women 
before they are discharged from the medical facility (276). 
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Where providers are trained to insert IUDs and ~ o r ~ l a n t @  
implants, these methods can be offered as well. In Nepal, for 
example, physicians trained in manual vacuum aspiration 
(MVA), as part of a postabortion care pilot project, also were 
trained to provide family planning counseling and services 
so that women could receive complete care in one place (1 77). 

If no complications are present, sterilization services also can 
be offered to women and performed after postabortion treat- 
ment. Sterilization, of course, must always be fully volun- 
tary. Counseling and informed choice are crucial. When it 
is  unclear whether the woman has made an informed 
choice, she should be provided with a reversible method 
and a referral or follow-up appointment for sterilization later, 
after she has had more opportunity for consideration (33). 

Setting up a postabortion family planning program requires 
(32, 33, 276): 

A private space for counseling women and providing 
reversible methods. The space could be an office that is 
rarely used, a corner of an examination or treatment 
room, or even a corridor or outdoor bench where the 
counselor and the woman can talk privately. A curtain 
can provide more privacy. In some settings counselors 
may be able to speak with women in the recovery room 
itself, once they feel well enough 

(Continued on page 16) 

An essential part of postabortion care, family planning services 
prevent repeated unsafe abortions. This Kenyan poster alerts 
women to their right to family planning information and services. 



Posta n or non are Programming: Lessons 
by Charlotte E. Hord 
In over 10 years of experience working with colleagues kern 
over 20 developing counkics to introduce pmaaboxti~n cue, 
Ipas has learn4 valuable lesmns a b u t  the dements of s u e  
ccssful programming. These lessons can help governments. 
amgovernmental organiziitions (NGOsX program planners, 
health care pravidcrs, nnd program managers plan and impla- 
ment pastabortion care programs. Key lessons Imludc: 

1 Use accurate language Ihat works for the local seMng. 
The m t  important f ~ s t  step in a postabmion care pm- 

gram is being able to describe the issue of unsafe abortion 
accurately. Mohlr peopb nted help understandimg the need 
for treatment of complications of unsafe abortion. Many peo- 
ple are uncomfortgble discussing the topk of abortion. ape- 
cially when legal restrictiaw on abortion exist. sing words 
Olat clearly describe postabortion canplicatlons as a public 
health problem can Icssen public sansitivilies by focusing 
attention on bow to improve people's health. 
Rarely is abortion totally forbidden or totally permitlad in 
any country. Thus health cme providers have found it useful 
lo avold terms such as "'illegal aborrim" to describe the con- 
dition of a bleating woman and Lo use, instead, a more awu- 
rate medical description. such as "iammpbtt abonim." Such 
Letminology sllows health professionals lo rcdpbhd to a d- 
ca1 conditim rather than react t0.n social OF legal dilemma. 

In Balivia, for c~amplc, where maternal martality is 
cxtrcmety high and few pwph use effectiw oontraceptlon, 
rcpductivs hedth-lncludlng frmlly planniag ~ n d  
psslabarzton care servias-ha been .a taboo subject. Until 
rmndy, heaJP1 workcia have been unable Lo describe repro- 
duclive health problems in language that was ~octptrble Lo 
govmment officials and the public. Then pombrtion care 
programs began referrin5 m "complicaliorrsd unsafe abr- 
lion" to draw attention b thc serious health c o n s e q u m  of 
unsafe aborlion. In rhls way they began to gain the necessary 
snppor~ fmm policy-makers and the public hr soking repre 
duclive health pioblems. 

2 Work w i t h  an existing sys(enr or pgmrrr. Beforc 
creating a new administrative structure for postahtion 

care training or w' ice  delivery, explore whether exlsung 
systcms or pMgram. cc~uld.bt adapted. Incorporating 
goslahrllm cam into an cxhtlng kfrasuuclute often helps 
providers intcgralc it with their 6 t h ~  work and hdps.cuslaIn 
de1Ivcr;y ~f trdrdrtg and services. 
In Nigeria. for example. postabortion care has been inte- 
grated into the routine o b ~ y n  internship and residency pra- 
pama in 12 leaching hospitals, lntegraling inskmlion in 
phbortion cam ioto the framework d IhG haspita1 training 
syrkm ha3 made it easier for participants b learn and lo 
wain ad#% Ncw physichns viewed postab9rlbn skills i.i a 
normal and mahdatoty part of their medical training. A 1990 
evaluation showed that makt peopIt who had trained others, 
a h  leaning abwt p t a k t i o n  a t e  themselves, wera 
working in leaching hospitals where they wcra authorized 
and expected to share heir knowledge (205). 

3 ht*bllsb &eo where wmem wiU seek Lcm. 
When deciding whethes lo inkgrate palabortion w e  

with other services offered at a particular hospital or health 
center, first determine whetha worntn would logically look 
for thee cervices rt that facility. Facllitks that do not cur- 
rcntIy Ueat complicatiops of unsafe abortion, such as most 
family planning clinics, would need to plan wtrmch to hos- 
pital staff, patienl-and wen  tbe community at luge-10 
inform them that poslaborlion sewices aru now nvailaMe rt 
the facility. Because scoondary and rtrtiary hoapltels usually 
offar some level of postabortion treatment, they are reason- 
able plaoes to seek intagration. In contrast, primary-level 
health centers and srand-alone NGO clinics am more likely 
to need an education wmponenl when adding a postabortion 
care program. 
When integrating postabortion services iolo a hospital-based 
fmlly planning clinlc, internal referral prohrrls should be 
adapted to anow women WIKI need emergency postabortion 
care to be auLOmalically referred lo the family planning 
clinic and ta insure that treatment is available eIstwhere in 
the hospital dwing hours when the clinic is closed, 

4 Be prepared Cor a new apprwach te TamUy planning. 
One of the biggest challenges of postaborf~an care for 

family plannera is learning to recognize the differences 
between pastabodon family planning and family planning 
provided postpartum or on a regular basis. While the typi- 
cal family planning client is healthy, a woman who has 
just experienced rn  abortion may be physically iU, In great 
pain, nnd un&r crndonal md physical s u e s .  krdce 
providers should adapt their counseling a ~ ~ g l y .  
For example, when trainers from the Zimbabwe National 
Family Planning Council (ZNFPC), Zimbabwe's largest fam- 
ily planning service delivery organization, attended a special 
course in postabortion family planning, t h q  wcre surprised 
to karn dat, despite heir ex+ in family planning ooua- 
seling, they needed new skills for talking with w m c n  who 
had enpienced postabortion complications. While women 
seeking family planning usually arc considered "cknts," 
women mated for complications of unsafe abortion, instead, 
are "patients" with medical concerns that seldom arise in a 
typical family planidfig c~onstling siluation. When counsel- 
ing these patients. service providen should help the women 
identify the reasons for their unintended pregnancy in order 
to help them to m i d  another one (161). 

5 Be h W v e  In preparing for r pastabertion tare 
program. From the beginning, inform everyone who 

might have a stake in supporting the program or in opposing 
it. Listen to their suggestions and concerrrs and coordinate 
activities with thcm. If necessary, expand rRa phnning proc- 
css EO include officials fiom the Minlstry of Health W H )  
or other aational or local officials. colfeagues from other hos- 
pital or health center departments, and &r people who 
have a particular interest in the issue. When organizing a 
local pmgram.withio a b p i t a l  department or clhic, inform A 
the cntiristeff d the plrnncd changes, and explain hit - I 
c x p t e d  involvement in the new acrivitv. 
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abortiou cam programming by knucning a national mu, 
m@e&thg health profeafionals, donor agencies, and the. 

lo review the probkms .of unsafe abortion and to pro- 
p~ an approach to r~solving them. He presented data that 
met the concerns of pollcy-makers and &o addre%sCd the 
~rdning and.servfce &livery issues that were import an^ tu 
k d t h  care providers. As n result, Ike plannlng &am was . 
able to agtee on a postabortion care strategy that nddressod 
people's concerns. 

6 Take a comprehensive approach to service delivery 
chaqes. As an alternative to sharp curctrsgc for treat- 

t rgpprkn with incornpltte a h i o n ,  inlroducing manual 
cra&wrn asphation {MVA) technology is a significant step 
@ward impmving postabortion care. Do m t  expea a change 
in reehnique to bring about ether improvements nutmat- 
i d l y ,  howvex, u n b  changes Jscr are made in  patient mati-. 
agement and service delivery. Program planners sh~uld 
consider whether swh other aspects of patient care aa Qa 
location of ~a$UIbaai~n care services, the amount of time 
women wait bekre or afta treat- aid.&ny:pxial train- 
ing needed far daff working with p k ~ i ' k o l W  & 
to be adapted. 
For example, in a South Amerkah lS&pitalmptitlt'ht$'kii+~. 
tr6atcd for incompbte abortion wigidly received s.hai@ 
curettage in am inpatiat procedure m4 and r u m  made bp 
wait rhrougb a pos~~surgical observation period of appro&.-. 
mately I Ohours. To impmvs the quality of services. Iho . 
hoopirel begm trrining staff to use MVA but did not adapt 
the hospital's votooqh to make MVA an outpatient pm& ' 
dure, with quick discharge. Rathtr than travel home whens : 

discharged late at night, most women chose to ftay aver- 
night, tbye increasing the cost d heir tmatment and HOW& 

ing the ho~pltnl wads ennacessatily (128). 
. . 

~ m o h r & l ~ ~  ~ ~ ~ ~ ~ . ~ i u + o ~ ~ s + ~ c e s  a . . ..,,-... .. may also need: 
chaw, €b$$$amfirVh'~a c~rrqrace~tivc ~ ~ i w  aeer 
+wo~. +~~~~ a.f8mily p ~ w i n g  ouaie. 
familfy Paining c u e  strrfl at bn & l i , ~ . g h ~ d  

P 
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8 Plan for decentralization. Postabortion should be 
as widely available as possible. In many cases women 

will not survive the jourrsy to a r e f ed  hospital because C k. 
tw far away, In Nicwgua the MO& Lwi* identified 
postabortion caw as a service needed at the community 
level. bas adopted a deccmalized approach and organized 
16 local comprcheasiw health care systems that are respond- 

We for hcdth +are mini%, provi$,on, and nianagement ia 
the c-ammnly l&vel. All I 6  have organized service delivery 
programs For hos$tals, and some a h  offer training. A b t  
half offer decc?tr~lyd wsboflioa car6 a1 the h c s U h ~ n t a  
level (117). . . ' 

9 Work for pollcy support for postabortion care. For 
postabortion crur to b a m e  widely sccaible md ta 

respond to w e n ' s  needs. supjmrtive policies must k 
adopted and prpmul~ated. Grassroots activisu and health 

[care pmfcs$ionaIswh. undmtind the neDdr of wow@ mnd 
their famile  can ba vital s&nx.s of infonnalim fa  policy- 
makers; Information cad be conveyed by: 

Msseminating printed infomation, sludics. end resylts 
fiom other postabarlbn cPre evrienccs lhat  haw h ~ w  
postabortion care can save women's lives. 

,* Organizing regional or national confesences po discuss fie 
wed for p o s t e M m  care and lo twicw the bcal capacity 
for implementing pastabortion care, and 

=...Conducting pilot demonstralim projects that illuswak Ihe 
approaches Lkly to succeed in a particular canlext. 

PoIicy-makers respobd to concise information that describes 
lha problem, pmposcs solutim, and covers such meas as the 
piuintial to improve care while also conserving reoufbcs by 
adopng a planned postabortion care approach. Many arti- 
cles and studits have higlhghted the benefits of postabortion 
care. Thcsc can be usefbl refacnccs for developing adv* 
cacy materials. 

For example, in 1994 tlte Cornmonwenlth Regional Health 
Community Secretariat (CRHCS), the cgcwdinating body far 
health issues in I3 crwntriea in Central and Sauthaa Africa, 
undt~twk a study, with technical assismcs fmm lpas and 
WI Johns Hopkins Program for International Education in 
Reproductive Health (JHPIIKKl), to collect evidence of the 
magnitude of tha p&%m of unsafe abortion and to encour- 
age pdicy-makers ta &iderrrCfy specific program strategies to 
address the problem. Information was collected in two ways: 
( I )  a 3-mntry, 13-hbspi1111 st& of prOYtder and patient per- 
spect)v& and the msts of mating abttlan complications: 
(2) e review of the litcrabwe on abortion in the &on. A 
monograph summarizing the results and makimg recumma- 
dations was pmpard and preseatad kt the CMIFerencw of 
Ministma at its annual meetin& in Na~tmbet 1994 (143). As 
a result, thu Mlnlstexs agreed 10 raise the Issue of unsafe r b r -  
tion in their bwn cduntries and to develop appropriate local 
-action plans taaWress this issue. 



M tha .leasbmw-y caregrawideq , n d  .tP @ Y B . N ~ ~  
wrnaz) a d m , . . ~ i f i c  ~ e f ~ a : . t ~ : : ~ . , m M ~ I a m l j y  
~~~,mh.s,.prov~~:'Qoo). 4. dl M c  d the .FeaM eace 
qy* pprovkfkdcan and.s)lould dve eadr wnmm 
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' 1t5jotation.and thedays and timestMc g"" e6b.m keb 
Mvkes. Providing maps help&. ~ I ~ l I ~ '  if they. :@tie 
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are most appropriate for her immediate use. For further infor- 
mation on contraceptive method choice, see the chart "Fam- 
ily Planning Following Postabortion Treatment," included 
with this issue of Population Reports, and box, p. 12.) 

Counseling for Every Woman 
Counseling is an integral component of postabortion family 
planning services. Every woman treated for abortion compli- 
cations needs and deserves family planning counseling. 
Family planning programs have repeatedly found that 
women are more likely to begin using a family planning 
method and to use it effectively when they are adequately 
and effectively counseled than when they do not receive 
counseling (79). 

Although evaluations specifically of the effects of postabor- 
tion family planning counseling have begun only recently, 
they suggest that counseling is as important for women 
recovering from abortion complications as for other family 
planning clients-and often more important (90, 92, 246). 
Also, when a woman has had an unintended pregnancy 
because she did not understand how to use her method or 
stopped using a method that had unacceptable side effects, 
the counselor can help the woman correct her method use 
or switch methods. 

Family planning counseling can be the crucial step for a 
woman in deciding to use a family planning method, learn- 
ing to use it correctly, and continuing to use it (42, 79). For 
example, among Egyptian women treated for abortion com- 
plications, when counseling was increased, intent to begin 
using family planning also increased (1 03). Among Nigerian 
women treated in four hospitals for incomplete abortion, 
39% of those counseled about family planning began using 
a method, while only 8% of women not counseled did so 
(64). Also, providing counseling after postabortion care was 
associated with a significant overall reduction in the risk of 
repeat unintended pregnancy, according to a study that 
looked at data from Kenya, Mexico, Nigeria, Zambia, and 
Zimbabwe (1 80). 

What is good counseling? Good counseling 
is a discussion between provider and client 
that helps each woman apply family plan- 
ning information to her own circumstances, 
make her own decisions based upon her 
specific needs and wants, and act on these 
decisions (79). By listening to a woman and 
paying attention to her needs, a counselor 
can help her make a considered, informed 
decision about family planning (143, 200, 
202). No single approach to counseling suits 
all situations or meets a l l  women's needs 
(278). Postabortion family planning coun- 
seling that is flexible and treats women as 
individuals i s  most likely to meet women's 
needs (1 61 ). 

Effective family planning counseling relies 
on interpersonal skills-chiefly active listen- 
ing and attending behavior (18, 79, 276). 
Active listening means acknowledging what 
the woman has said; paraphrasing and sum- 
marizing her statements; reflecting back her 
feelings with summary statementi or ques- 
tions; encouraging her to speak and to ask 
questions; and responding directly and hon- 
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estly to her questions and to the information she provides 
about her personal situation. 

Attending behavior means using nonverbal cues that show 
that the counselor is paying close attention: leaning forward 
and facing the client, establishing eye contact, smiling, and 
sitting squarely, for example. Such nonverbal cues help 
establish rapport and trust between the counselor and the 
woman (79, 144,163, 276). 

An effective counselor avoids pressuring a woman to choose 
a particular method but, instead, guides her in evaluating 
which methods best meet her own needs. Achieving a 
balance between listening and giving advice can be chal- 
lenging. Service providers who have been trained to tell 
patients what they need to do from a medical standpoint 
often find it difficult to emphasize choice because they know 
much more than their clients know about contraception. For . 
example, a study observing service providers in India found 
that doctors urged postabortion women to use IUDs or 
voluntary surgical sterilization, without considering the 
woman's own needs or her reproductive goals (200). Con- 
versely, a study in Kenya found that many family planning 
counselors were offering too little guidance to women in 
evaluating medical information and applying it to the 
women's ~ersonal situation because counselors wanted to 
avoid prekuring the women (1 43). 

Training counselors. Training improves counseling. Trained 
counselors ask women more questions about themselves, 
listen better to their answers (2461, and give them more 
information (1 04). Training is especially important to effec- 
tive postabortion family planning counseling because 
postabortion care often takes place as part of a medical and 
emotional crisis. Counselors usually must help postabortion 
women address a broader range of issues than other family 
planning clients need to address, including immediate 
health concerns as well as possible future psychological 
suffering and social consequences (1 41 1. In Egypt, for exam- 

Every woman deserves empathic, helpful counseling after postabortion treatment. 
Role-playing during training, shown here in Ghana, helps providers to overcome 
any negative attitudes and recognize that each woman's circumstances are unique. 



GATHER is  an acronym for GREET-ASK-TELLHW- 
EXPLAIN-kEF&R. Each of l e s e  repranto an important 
ebment of family planning wunseling, including poaMbotticm 
famfly plannb8 counseling [ t63), Tlu GATHERR:appmach 
is used ardullc! the world for ccru~~ellng and training a d  t.a 
hslp famil3 planning providers on the )ob recall the e b  
ments o f  counseling. Following lk GATHER approach, 
postabortion family planning counselon should: 

GREW the woman politely by name. lntcoducc Ifl. yourself by name. Ask tha womsn how shc is fett- 
ing and ifsbe feelswell enough to kalk with p u  about fam- 
ily plannba, 
ifshe &es norfie! we/E enough to hi&:, Makc arrange- 
ments to rehm 16 speak with her later. Give kr a brachura 
or card with your name on k, and invitc her to ask for you 
before she h u e &  If pwible, fuld avt w b n  she will be dis- 
charged and make nmmgcments to resum behm Is leaves. 
r8he/d$ well enm@ fa &aCk'; Gb with her to r place 
where you ean talk privately. Ask the woman if she would 
like rn include her partner or rnyone elslrp in rhe dlwudon Dr 
If she prefers n speak wirh yan privately. Bnglain ta her h a t  
you will not tell others what the two d p u  &cuss, end honor 
this mmmihmnt Wmcn treated for postabtdon oanplicct- 
tions OAtn need exba reassurance sbbut mfidenlial3ty. 

ASK the woman how she is  aid when she will go 
home. Express concern md empathy far hex sllu-. 

aMn. Some women wlU want to talk abwt their hwtmant, 
and &rs may nbt. The woman bas just apwienced a mdi+ 
cal emwgency and m g  still be frlghtencd rnd In pdk She 
maybe wwied about how sbc will gat homm rrr.who is tak- 
ing cam ofher cbildrcn. Be prepared w talk with her nhut  
hec W h t a  eonetmr fitst. If sb hasgucptlons a b o u t k  
mlment or'her heaq  ba p q r 4  to be I1Ct.aivaatt.d 
help her obtdn Inbmstion from d ~ . @ . o m & i ,  Mab 
$ure she has been told about sympto$klhri:#rbuld require 
be). lo return for hrther medical c a m  

resulted from the miscarriage of s wanted pregnancy. Do 
not sssume that all women treated for abortion complica- 
tions want to a d d  another prtgrtancy. Ask wherther or not 
she *an13 t4 become pregnant again &on. Tailor yrnw dis- 
cussim lo the woman's r&ponses. 

Hde desires prtrgnancy~rzjp&smn: exprew cdrnpaabn % 

for her loss anb kjp her-to ibtain the reproductive hcatt~ 
services she needs. 

fske do& not w t  10 become pregnant quin soon: 
Help her to reduce the h n c e s  of another unintended preg- 
nancy by offeriw her fmdy planning. 

Tht woman may lack access to family pjanning or may 
worry about slde effects of using modem methods. %'may 
be under pressure from her prtm (or family) ta use (or not 
to use) a particular method. She mey k exposed m sexual 
coercion or violence. Da not assume mnythhg about the 
woman, the circumstances of her unintended pregrlancy, Qr 
her reasons for abortion. Instead, listen to her and express 
empathy. .&lp the woman to asscss whckr the events Ba t  
caused her dntertded pregnancy could lead to usorher preg- 
narrcy. Help fie wornatl to ass- her need h r  .cont~wption. 
including a eealisli view of wbuher or when she .will haw 
sexual intercourse again. For example, an dabcent may 
say that sk is nut going to haw sex again, but &he may 
either change her mind or be pressured into sex later. Some 
wrontca who dumt WaM b resume sexual #htfdn~ Imrnedh 
ately may nmertheless k pressured or mrccd by partners. 

In oaunseling the woman, emphasize Wee points: 
( 1 )  She c w #  bemriie gregnant~ghi righr away- 
(a) She ran delay or avoid another pregnancy by wing 

brnilp planrling 
(3) You can help her obtain and use'fhmlly plamlq semias.. 
Ask the woman if she is interested b learnlng more about 
family plannlrg. Ask if she hes, ever used fsmily glanaing, 

If she has new used famity planning: Ask hct what she has 
heard shut fml ly  plrdnlng. Ask ifjhe'preliets a particular- 
rnethod &MI fm what teasons, bc.aurage her to ask ques- 
tions, and a n v r  . . t h  cleariy mnd dir&ly, 

reassurance about the work with others who have punitive attitudes toward women 
before they were in- treated for abortion complications. Often, a family planning 

9~ counseling (1 1. counselor is the only person available to serve as a woman's 
advocate with other providers to ensure that she receives 
good medical care. Because postabortion counseling can be 
emotionally demanding and draining, counselors need a sup- 

to help them avoid emotional burnout themselves. 

as counselors themselves, other staff membersin- 
nurses, midwives, physicians, social workers, nurse 

others' attitudes toward abortion (see p. 111. Many counsel- aides, and other family planning service p r o v i d e r ~ a n  
ors and providers need to learn to put aside their biases so learn how to provide counseling. One or two members of the 
that they can empathize with women and counsel them staffcan be trained to specialize in family planning counsel- 
compassionately. Training can also prepare counselors to ing, or the entire staff can share the responsibility. Volunteers 
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Postabortion Family Planning Counsel'ing-,A - 
IJshe has trsedfimiCyphznning in tk pasf or wwas wing a 
method when she became prcgnont: Help her to assess 
what went wrong so hat  she can avoid allnthcr unintended 
pregnancy. She may distrust her contraceptive method 
or even all methods. She may need help cornling her method 
use, firding reliable resupply, talking with her parher, or 
switching to another method. 

TELL the woman briefly h u t  various family plan- 
ling methods as appropriate, relating them to her par- 

ticular situation and needs. For example, lf she says she dots 
not wand another child for several years and wants a method 
that she does not have ta worry about every day, tell her 
especially about the tongterm effectiveness of injectables, 
Nw~mt  implants, and the IUD, if these methods are avail- 
able. W s a  any visual aids you have, such as flip charts, post- 
ess, and brochures, to better &scribe the methods. Have 
samples of various methods availabh so that tho woman can 
see them and handle them if she wishes. Encourage her to 
ask questiong. 

HELP the woman consider her wvn situation and her 
contraceptive needs as well as any other issues that 

sff& her ability ta use contraception (including tlw situ- 
ation that led to unintended pregnancy). Help her to decide 
which method or methods best fit her needs. If tho woman 
wants a particular method and has no medical reason not to 
use that method, focus on that method to help her decide 
whether it wi l l  meet her needs. For example, you can ask, 
"Do you think you can remember to take a pill a w r y  
bay?" or T a n  you tell your partner that you are using 
family planning?" 

Do not choose a method for the woman; instead, help her to 
assess her needs, to match them with the various methods, 
and to choose the method that best meets ber needs and fits 
her preferences. 

Make sure that the woman's physical cmdittm or recent 
treatment does not rule out the method she wants. {See 
enclosed wall chart, "Family Planning Following Postabor- 
tion Treatment.") Provide the method she has chosen. if 

EXPLAIN: 
a How to use the method, glvhg a stepby-step 

description; 
How to discuss use with hex sexual partner, if possible; 

I 
H w  to become comfortable and rccus~omed to using the 
method; 
How to continue use, including how and whem to get 
supplies and bllow-up care when n&d; 
How to deal with common side effects, if my, including 
which symptoms ate not serious, and which, If any, could 
be wami% signs of a more serious condition that requites 
seeing a doctor or nurse. 

encourage the woman to ask any questions. Ask her to 
repeat instructions ta be sure that she understands. 

REFER the woman for a return visit and follow-up 
care, as needed. If the woman traveled a long distance 

for emergency treatment, refer her to a family planning 
clinic or another saurcc of family planning close to her 
home, whenever p s i b l e ,  {You will need to loam what sew- 
ices are avaihble in other areas, including pharmacies that 
sell contraceptives). Encowage her to see a family planning 
provider any time that she needs more supplies or has ques- 
tions or concerns. Develop a referral and fallow-up pro to~d 
for women who da not want to decide about family planning 
immediately after their postabortion treatment. 

At any follow-up visit: 
Assess whether the woman is in goad health and satisfied 
with the method she is using; 

r Ad&= any side effects; 
Support and encourage the woman to continue effectively 
using oonirawption, if that is her intenfion; 

6 Help the woman stop or switch methixis when she wishes 
or when it is appropriate For medical Feasons. 

If the woman did nol have the opportunity to make an informed 
choice at the time of her postabortion treatment, the follow- 
up visit shctuld include complete family planning counseling. 

medically appropriate. 

Always ask the woman if she has my questions, and provide 
woman needs otRer reproduc- 

appropriate care or referral. 

also can be trained to offer women basic family planning 
information (276). All medical staff members who interact 
with clients during emergency care need training that helps 
them to provide women with nonjudgmental care (246). 

Using GATHER in postabortion counseling. The GATHER 
approach to counseling (1 631, already familiar to many 
family planning providers, can guide postabortion counseling 
as well. The box on pages 18-1 9 emphasizes aspects of 
postabortion family planning counseling that differ from other 
family planning counseling. These differences include: 

Assessing and meeting the women's immediate concerns 
first, 
Discussing miscarriage, 
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Addressing the cause of the unintended pregnancy, 

Helping women find family planning services close to home. 

The six GATHER elements are meant to guide a dynamic 
discussion with the woman that grows from the woman's 
individual situation, concerns, and needs. Counselors 
should use the GATHER approach to engage in a discussion 
with the woman, in which the provider and the woman both 
provide ~nformation, ask questions, and listen to each other. 
Counselors, of course, should avoid simply going through 
the steps and checking off each one as they complete it. 
Counselors are best able to help women identify and meet 
their reproductive health needs when they treat counseling 
as an interactive process. 



Appropriate Care - 
MVA and Local 

The vast majority of women seeking emergency care for 
abortion complications are suffering from incomplete abor- 
tion. Incomplete abortion means that the uterus has not been 
completely emptied and contains retained tissue. If not 
treated promptly with uterine evacuation, incomplete abor- 
tion can cause hemorrhage or infection, which can then lead 
to death (277, 282). In most cases, manual vacuum aspira- 
tion (MVA) under local anesthesia is the appropriate treat- 
ment for postabortion complications. MVA is preferable to 
sharp curettage (also known as dilation and curettage, or 
D&C), the technique that is still most often used in much of 
the world (94, 186, 277, 282). 

Switching from sharp curettage to vacuum aspiration for 
treating complications through 1 2 weeks' gestation is central 
to improving postabortion care in developing countries. In 
most developing countries, switching to vacuum aspiration 
means introducing manual vacuum aspiration. While elec- 
tric vacuum aspiration i s  also appropriate for postabortion 
care, its availability is limited in developing countries. The 
World Health Organization (WHO) recognizes vacuum as- 
piration as the most appropriate method for treating early 
incomplete abortion. In fact, WHO considersMVA an essen- 
tial element of care at the first referral level of all health care 
systems (282, 283). 

Improving Postabortion Care with MVA 
The effectiveness of vacuum aspiration for uterine evacuation 
is well-documented. In 19 US studies evaluating more than 
5,000 vacuum aspiration procedures for treatment of incom- 
plete abortion, effectiveness rates (defined as complete 
evacuation of the uterus) ranged from 95% to 100°/o and 
generally exceeded 98% (86). Studies in Egypt, Kenya, Nigeria, 
and Zimbabwe, looking specifically at MVA, found it to be 
effective in 98% of early incomplete abortion cases treated 
(63, 65, 146, 172, 268). The Zimbabwe study found MVA 
effective for treating cases of early septic abortion as well (268). 

Furthermore, studies have shown that MVA, when per- 
formed under local anesthesia on an outpatient basis, offers 
significant advantages over sharp curettage-advantages for 
women as well as for the health care providers and systems 
that serve these women (40, 93, 214, 277). Specifically, 
compared with sharp curettage, MVA with local anesthesia: 

Increases women's access to postabortion care, 
Shortens waiting time, 
Reduces the risk of complications during treatment, 
Reduces the cost of postabortion care, and 
Facilitates links between emergency postabortion care 
and family planning services. 

lncreases women's access to postabortion care. MVA is a 
simple way to extend and improve emergency care for 
abortion complications (63, 86, 277). Where medical per- 
sonnel and operating room resources are limited, MVA can 
be performed safely by trained nonphysicians on an outpa- 

tient basis (86, 186, 277). Also, because MVA equipment is 
inexpensive and does not require electricity, MVA can be 
introduced at primary levels of the health care system and in 
rural settings, where resources are limited and effective 
postabortion care is less accessible than in cities (1 86,282). 

Shortens waiting time. When performed using local anes- 
thesia, MVA treatment takes less time than sharp curettage, 
which i s  usually performed with general anesthesia. Also, 
because general anesthesia is not used, less time is needed 
to prepare both the patient and the treatment area. As a 
result, women do not have to wait as long (41,63,126,127, 
134, 268). In Zambia, for example, switching from sharp 
curettage to MVA and changing patient management re- 
duced waiting time for treatment from 12 hours to 4 to 6 
hours (41 ). Also, patient recovery time is shorter after MVA (86). 

When MVA is performed by nonphysicians at lower levels 
of the health care system, it can reduce the caseload at 
higher-level facilities. This frees operating rooms and spe- 
cialists at hospitals and reduces waits for women with the 
most serious complications who require immediate treat- 
ment (see p. 23). 

Reduces the risk of complications during treatment. Com- 
plication rates are substantially lower for vacuum aspiration 
procedures-both electric and manual-than for sharp cu- 
rettage (85,257). Recent studies in developing countries find 
that MVA leads to fewer complications than sharp curettage 
specifically in treatment of incomplete abortion (65, 146, 
172, 268). In Zimbabwe, for example, researchers found 
one-fourth as many complications with MVA as with sharp 
curettage. In particular, blood loss was substantially less 
with MVA (268). 

Because MVA is less painful than sharp curettage, women 
require less pain-control medication during the procedure 
(146). Thus MVA is performed with local anesthesia and 
light sedation. The risk of adverse reaction to general anes- 
thesia is avoided (21 4, 293). 

Reduces the cost of postabortion care. Switching from sharp 
curettage to MVA saves money and thus can free resources 
for other obstetric or gynecologic services (22, 38, 40, 71, 
89, 126, 127, 128, 150, 214). For example, in Kenya the 
average treatment cost per patient fell 66% in one hospital 
and 23% in another, primarily because of dramatically re- 
duced patient stays when MVA replaced sharp curettage. 
After a Mexican hospital switched from sharp curettage to 
MVA, the cost of treating patients with abortion complica- 
tions fell by over 75% (1 26, 127, 128). Another study in 
Kenya found that, on average, women treated with MVA 
stayed at the hospital less than six hours after treatment, 
while those treated with sharp curettage were hospitalized 
for one to three days (146). In Nepal, when an MVA pilot 
project was introduced at the major maternity center in 
1995, average length of stay for postabortion patients was 
reduced from 36 hours to just 3 hours. Within the first six 
months after its introduction, MVA saved the hospital and 
the women it served 400 days of hospitalization and 282 
surgeries under general anesthesia (1 77). 

Savings are possible because, compared with sharp curet- 
tage, MVA with local anesthesia requires: 

Fewer staff, 
Fewer expensive medications for pain relief, 
No operating room facilities, and 
Less recovery time (fewer overnight hospital stays before 
and after treatment). 
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Facilitates links between emergency postabortion care and 
family planning services. Because only low levels of pain 
control medication are required with MVA, women recover 
quickly and often feel well enough to talk with a family 
planning counselor while recovering. Counselors can visit 
women to offer family planning counseling and services 
before they leave the hospital or can escort women to family 
planning facilities (1 05, 21 4) (see p. 16). 

lntroducing MVA 
A postabortion care program usually is introduced at a 
national training center or teaching hospital, where providers 
are trained to use MVA to treat postabortion complications. 
Later the program is  expanded to lower levels of the health 
care system (1 03, 1 16, 177). Regardless, however, of whether 
providers are trained to switch to MVA or to use conventional 
sharp curettage, programs need to adopt a comprehensive 
approach to improving care. This usually means re-organizing 
services and patient flow in addition to training providers. 

Training providers. Postabortion MVA training requires a 
high level of technical assistance from experienced trainers, 
especially in the start-up phase. Later, on-going training and 
supervision help providers maintain skills and assure quality 
of care (186). Training usually involves a brief, intensive 
course on the basic steps of MVA, infection prevention, and 
family planning. For example, recent pilot projects in Egypt 
and Nepal tested models for introducing MVA, using 6-day, 
competency-based training programs for physicians. The 
Population Council provided training at two Egyptian hospi- 
tals, and the Johns Hopkins University Program for Interna- 
tional Education in Reproductive Health (JHPIECO) 

- provided training at a maternity hospital in Nepal. Training 
focused on learning by doing, beginning with practice on 
anatomic models. After training, providers performed MVA 
under the close medical supervision of an experienced 
clinician during the first few months (1 03, 177). Currently, 
training programs in postabortion MVA have started in over 
20 countries in Africa, Asia, and Latin America (1 86). 

Site selection. Choosing the right site is important when first 
introducing MVA training. Key personnel at the 
chosen site must have a commitment to 
postabortion care and provide strong leadership 
in adopting new treatment protocols. Also, ade- 
quate training requires a high volume of abortion 
complication cases. Thus hospitals that already 
treat abortion complications are a logical choice 
for introducing MVA; staff can be trained to 
switch from using sharp curettage to MVA. In the 
Nepal pilot project, for example, the national 
maternity hospital was selected as the initial 
training site because 1,400 women a year seek 
treatment there for postabortion complications, 
and the hospital trains many medical personnel 
(1 77). 

Treatment area. Hospitals may need to redesign 
their treatment areas and plan patient flow to 
avoid unnecessary delays and overnight stays. 
For example, performing MVA in a separate 
treatment room frees the operating room for 
other ~rocedures (1 27). Also, because women 

National Hospital, for example, MVA was introduced in a 
procedure room directly opposite the admitting room (1 34). 
In Nepal the postabortion care unit was set up in a room 
adjacent to the admitting room (1 77). 

Patient management. Because abortion complications 
range from simple to life-threatening, a triage, or screening 
system helps to manage the flow of patients so that each 
receives appropriate, prompt care. In the Nepal pilot project, 
for example, a flow diagram helped providers determine the 
severity of each woman's condition, using information from 
a brief reproductive history and a physical exam (1 77). 

Equipment and supplies. While MVA requires little special- 
ized equipment and few drugs, providers need to develop a 
system for continued resupply of MVA kits and other con- 
sumable items such as cotton, gauze, disinfectants, and 
soap; pharmaceuticals such as antibiotics, local anesthesia, 
pain medications; and intravenous fluids (293). lntroducing 
MVA also requires coordinating with other hospital depart- 
ments such as those in admitting, pharmacy, medical re- 
cords, clinical laboratory, equipment and supply, and with 
surgical, obstetrical, and gynecological departments, so that 
each understands its role in the new treatment practices (1 77). 

Managing Pain During Postabortion Care 
Pain management is an often-neglected aspect of improving 
postabortion care. Women often experience pain from the 
method used to induce the abortion as well as the pain 
associated with uterine evacuation, whether sharp curettage 
or MVA is used. Additionally, women are likely to be anxious 
and frightened. Reducing the woman's pain requires: non- 
judgmental staff, a calm environment, the useof an appropriate 
level of available pain medication, and supportive counsel- 
ing (1 46, 172, 1 78, 199, 249, 277). 

When available, pain medications should not be denied to 
women undergoing postabortion care (1 72). Often, how- 
ever, women treated for postabortion complications receive 
no pain control-neither medication nor counseling. While 
in some cases drugs, needles, syringes, and intravenous 

need tb be quickly and easily t;ansferred from the The first steps to betterpostabortion care are whatever steps can be taken now. 
admitting area to the MVA treatment area, its Switching to local anesthesia and manual vacuum aspiration is important. 
location in the hospital is critical. In Kenyatta In Brazil a trainer demonstrates aseptic technique for handling instruments. 
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Family Planning Can Prevent Abortion 
Opponents of family planning programs aften say that using 
family planning encourages the use of abortion as well. To 
the contrary, comparative data and historical evidence show 
that abortion rates are lowest in societies where more couples 
use effective contraceptive methods. For example. in industri- 
alized countries where at least 30% of couples rely on oral 
contraceptives (OCs), intrauterine devices (IUDs), or volun- 
tary sterilization, abortion rates are the lowest in the w d d .  
according to a 1989 study of 16 countries. Abortion rates 
were twice as high in countries where the use of OCs, IUDs. 
and voluntary sterilization was below 30%. "The principal cf- 
fect of using a highly effective method of contraception is to 
reduce the incidence of abortion," the study concluded (131). 

Trends. Over the long-term, increasing contraceptive use can 
and does reduce abortion (56,77.94.265). This trend has 
been consistently demonstrated at different times in many 
countries and different cultures. Chile is the most often cited 
example: In the 1960s. after the government started an inten- 
sive family planning program that increased conbaceplive use 
sevenfold, the number of women treated at hospitals for a h -  
tion complications decreased markedly (5 I ,  167). 

Other historical examples come from Japan and Hungary. In 
Japan abortion was a significant factor in the country's initial 
fertility reduction (94), but as contraceptive use rose between 
the 1950s and the 1970s. the abortion rate dropped (77). In 
Hungary, between 1966 and 1977, as OCs and IUDs replaced 
traditional methods as the preferred family planning methods 
among most contraceptive users, the abortion rate., which had 
been rising during the 1950s and early 19-, dropped sharply 
(42,77,265,301,305) (see Figure 1). 

More recently, a similar trend has been seen in elsewhere 
around the world. In Bogota, Colombia, for example. white 
use of contraception increased by 33% between 1976 

. . .. and 1986, the abortion rate 
dropped by 45%, from 49 abor- 
tions per 1 @O women to 27, In 
Mexico City and the surrounding 
region, a 24% i n ~ s e  ir contra- 
ceptive use betweem 1967 and 
1992 was accompanied by a 39% 
drop in the abortion rate, from 4 1 
abortions per 1,000 women to 25 
(239). In Russia, after family plan- 
ning programs began in 1991, 
ccmtraatptive use increased and 
the abortion rate dropped. In 1995 
the abation rate was one-thlrd 
lower than it had been in Ihc 1980s 
(136).hXuakaanbtnNctn I S  
89 snd 199345, Pill and RTD we 
rose by 32%. while the abottiod 
rate droppad by 15%-"clear and 
c o n v ~  cvidewe that contra- 
ception has been substituted for 
abortion" (304). 

Behind the trends. What explains these trends? In countries 
where the desire to have fewer children has become the norn 
but where contraceptive use remains low, usually because 
contraception is not yet widely available and accessible, abor- 
tion rates often rise, even as contraceptive prevalence rises. 
Eventually, however, as awareness and availability of contra 
ception catches up with people's desires to have fewer chil- 
dren, contraceptive use becomes widespread and abortion 
rates fall (56.?7,94.237,265). Thus any rise in abortion 
rates represents a short-term phenomenon that often occurs 
during the initial stages of a country's fertility transition. 

This has been the pattern in Japan, Mexico, Russia, South 
Korea, and Thailand (77.94). The case of South Korea is, 
typical. While contraceptive use increased from 24% in 197 
to 77% in 1988, the abortion rate peaked in 1978, and by 
199 1 it had dropped by one-third (94.2 10,265). 

Increasingly, women in developing countries want to have 
fewer children. For example, comparing data for 15 countrie 
surveyed by the World Fertility Survey in the 1970s and again 
by the Demographic and Health Swveys since 1985, Charla 
Westoff found  hat the desird number of children has de- 
clined in d l  15 countries. in most by 20% to 25% (271). Few 
developing countries. however. Rave reached the point w h e ~  
contraceptive use is widespread enough to meet the needs of 
almost all women who want to avoid pregnancy (226). 

Many women treated for complications of unsafe abortion 
have not used family planning but say that they would be in- 
terested in it (see p. 13). Improving family planning pro- 
grams by providing more contraceptive methods, making then 
more convenient to obtain. and offering more Information ant 
better counseling would help many women and men use con 
traception and would help reduce abortion rates. - 

Figure 1. Abortions and Contraceptive Use in Hungary 

~bortlons~l &O women+ % Using Modern Contraception - 
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equipment are not available, in others, the lack of pain 
control-both medical and verbal-may reflect providers' 
negative attitudes (3,200,243). For example, in Kenya some 
providers said women should be made to feel pain during 
MVA so that they would avoid future unsafe abortions (243). 

Pain medications. Because the procedure lasts only a few 
minutes and the woman's cervix often is already dilated and 
soft, MVA usually can be performed with minimal pain 
(277). Local anesthetics, analgesics, sedatives, or some com- 
bination of these three can be used to control pain during 
MVA, depending on the severity of pain and the availability 
of the medications (178, 296). Local anesthetics numb 
physical sensation, while analgesics alleviate pain in the 
receptors of the spinal cord and brain. Sedatives do not 
actually reduce pain; they are used to relieve anxiety and 
relax muscles. 

Local anesthesia. When additional dilation of the cervix is 
needed, local anesthesia, in the form of an injected para- 
cervical block, is used (296). Two frequently used local 
anesthetics are lidocaine (Xylocaine) and chloroprocaine 
(Nesacaine) (1 78). 

Using local anesthesia rather than general anesthesia is safer 
and less costly and offers several advantages (1 78, 199): 

The woman i s  awake throughout the procedure. She can 
report changes in her condition to providers. 
The woman recovers within 5 to 15 minutes, without the 
nausea or headacheoften associated with general anesthesia. 
Depressed breathing and suppressed gag reflex, which can 
occur with general anesthesia, are avoided, markedly 
reducing the risk of anesthesia-related death. 
The woman need not be restricted from eating before the 
procedure. Making women aware that they can eat while 
awaiting treatment is especially important if women must 
wait a long time for treatment. 

Sensitive counseling. Ensuring that women receive counsel- 
ing is a critical part of switching from general to local 
anesthesia for postabortion care. Where women receive 
little or no pain medication, counseling is especially impor- 
tant. Women need and deserve counseling and reassurance 
both before and during treatment, whether MVA or sharp 
curettage is used. 

Counseling during the procedure is an important pain con- 
trol strategy (3, 177, 178, 243, 249, 277). Fear and anxiety 
can increase pain (30). At six hospitals in Kenya, for exam- 
ple, few women, whether treated with MVA or sharp curet- 
tage, received any information about the procedure itself or 
any counseling before or during the procedure. Only 3% of 
women treated with MVA received pain medication, and, 
although sharp curettage is usually done under general 
anesthesia, only 44% of women treated with sharp curettage 
received pain medication. Typically, patients became nerv- 
ous and anxious before the procedure. During the proce- 
dure, providers and other staff did not talk to the women, and 
they became more afraid and physically tense. Whether 
treated with MVA or sharp curettage, over one-half later 
described the pain they experienced as "extreme" (243). 

The provider's technique when performing MVA also can 
affect the level of pain (249, 277). Rough handling, as well 
as quick, jerky movements during MVA, can increase pain 
(277). In contrast, women's fear and pain levels are less 
when postabortion care is provided by calm, unhurried 
providers, without interruptions, in a quiet place (1 78). 
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For counseling to help reduce pain, the provider or another 
member of the clinical team explains each step of the 
procedure to the woman before it begins (296). During 
treatment, the provider or another staff member talks to the 
woman in a relaxed way, focusing her attention away from 
the discomfort of the procedure (277). Often one counselor 
or other member of the clinical team stays with the woman 
throughout the procedure (1 99, 249). 

For many providers accustomed to treating patients who are 
under general anesthesia, communicating with patients during 
treatment can be a challenge. Many providers need training 
to learn how to reassure and counsel women who remain 
awake during their postabortion treatment (277) (see p. 17). 

ompt Care: Referral P and Decentralization I 
Postabortion care can be effective only if women with abor- 
tion complications reach emergency care in time. Delays put 
women's lives at risk. Diagnosing complications of unsafe 
abortion quickly and treating or referring women promptly 
can prevent lifelong disability and save lives. Thus estab- 
lishing a formal referral system and offering care at the lowest 
possible level of the health care system are key to improving 
and expanding postabortion care. At the same time, a 
postabortion care plan must work to ensure that women with 
severe complications receive the specialized care they need. 
Also, educating providers and the public about the need to 
seek medical care immediately when abortion complica- 
tions arise can help women seek care in time (282). 

H 

Setting Up a Referral System 
A postabortion care referral system is a network among 
health care providers and facilities that makes emergency 
treatment more accessible more quickly to more women (22, 
71, 277, 282). A referral system offers women some degree of 
postabortion care at every level of the health care system, while 
linking the different levels through an established communi- 
cation and transport system. In a well-designed referral 
system, postabortion care is decentralized as much as possi- 
ble, with each level of care playing a specific role (1 86,282). 

Within a postabortion care referral system, providers at all 
levels of the health care system are trained to: 

Recognize complications of abortion and gauge their 
severity; 
Treat complications promptly when they have the skills 
and equipment; and 
Refer women they are unable to treat to a facility where 
they know adequate treatment i s  available. 

Table 3 shows the four levels of a typical postabortion care 
referral network-the community, primary, first referral, and 
secondary or tertiary levels. It describes the staff and the 
types of health care services available at each level as well 
as the facilities, equipment, and supplies needed for effec- 
tive management of postabortion complications. It also de- 
scribes the family planning services offered at each level. 

Health care workers at the community level. When trained 
to recognize the signs of abortion complications and to 

(Continued on page 25) 



Table 3. Postabortion Care Referral Network 
taff May Include: 1 Emergency postabortion Care Provided: 

. . ,  , . .  . . 
Community Level . . c . :  . ,  i , . -  .ai-.! . . . - 

hose given basic health training, Recognition of abortion complications and spontaneous abortion 
~cluding: Timely referral to formal health care system 
Traditional birth attendants Health education on unsafe abortion 
Traditional healers Family planning information, education, and supplies 
Community residents 

2 - .% - . .*tsl.h - :.+. * 
Nu&$ 
Auxiliary health workers including: 
-Auxiliary nurse-midwives 
- Health assistants 
-Aides 

. . ..................... 
it some primary-level facilities staff may 
-dude: 
Trained midwives 
General practitioners 
Medical residents 

All m&lty- level  activities plus: 
Simple physical and pelvic examination, especially taking vital signs and 
determining uterine size 
Diagnosis of stages of abortion 
Resuscitation and preparation for treatment or transfer, including: 
- Management of airway and respiration 
-Control of bleeding 
- Pain control 
- Hematocritlhemoglobin test 
- Referral 

........................................... 
When trained staff and appropriate equipment are available, activities can 
include: 

Initiation of antibiotic therapy, intravenous fluid replacement, and oxytocics 
Uterine evacuation (first trimester) 
Pain control including paracervical block, simple analgesia, and sedation 

I 

First Referral Level [Dbtrkt Hosplhl) 
ill those listed for the primary level plus: 
Trained midwives 
Medical residents 

, General practitioners 
Physicians with training in obstetrics1 
gynecology 

All primary-level activities plus: 
Uterine evacuation for first and second trimester 
Treatment of most complications including surgical treatment of sepsis 
Blood replacement, including cross-matching (testing the compatibility of 
the donor and patient blood types) and transfusion 
Local and general anesthesia 
Laparotomy and indicated surgery for uterine perforations and associated 
injuries 
Diagnosis of pregnancy 
Diagnosis and referral of severe complications such as septicemia, 
peritonitis, or renal failure 

1 
'$ccondary and Tertiary Level (Regional, National, pr Teaching Hospital) . 

dl those listed for the primary and first All activities listed above plus: 
eferral levels plus: Uterine evacuation for all abortions 
Specialists in obstetrics, gynecology, . Treatment of bleedingklotting disorders 
and other relevant fields Treatment of severe complications such as septicemia, septic shock, renal 

failure, bowel injury, tetanus, and gas gangrene, including: 
- Diagnostic X-ray 
- Ultrasonography 
- Laparoscopy 
- Laparotomy including hysterectomy 

Source: Adapfed from Winkler el a/. 1995 (277), W H O  1995 (282), and W H O  1994 (293) 
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Facilities Equipment and Supplies 
Needed: / Required: 

I - -  
I 

. . . ~ o m m u & ~ l r w l :  
Usually none at this If available: 
level. Good com- Health education materials (client 
munication with brochures, leaflets) 
primary health Counseling materials (cue cards, 
facility 7 i s  essential. brochures, flipchart) 

Family Planning 
Services Offered: 

. l a  

Counseling and 
education 
Condoms 
Spermicides 
Oral contraceptives 
Referral and 
follow-up for these 
and other methods 

Outpatient 
treatment room 
or area 
Side laboratory 
Family planning 
clinic 

Those listed for the community level 
plus: 

Examination couch/table 
Gloves, protective clothing 
Vaginal specula 
Soap/disinfectants 
Emergency resucitation kit 
Essential drugs 
Side laboratory equipment 
Transport vehicle or standing 
arrangements for transport 

If antibiotics, uterine evacuation, or pain control is offered: 

Separate room or 
private corner of 
treatment room 

Broad-spectrum antibiotics 
Uterine evacuation kits-MVA or 
sharp cutterage 
Means of sterilizing equipment 
Local anesthesia 
Sedatives 
Analgesics 
Needles and syringes 

411 community-level 
,ewices plus: 

lnjectables 
IUDs 
~ o r ~ l a n t @  implants, 
where available 

b Referral for 
voluntary 
sterilization 

b Follow-up 

Treatment room 
in outpatient 
area, emergency 
ward, or 
gynecology ward 
Recovery area 
Laboratory 
Surgical room 

411 those listed above plus: 
Sufficient uterine evacuation kits 
for caseload 
Laboratory equipment and 
reagents for microscopy, culture, 
and basic hematology 
Blood or blood substitutes 
Blood collection, transfusion, and 
storage equipment 
Anesthesia, local and general 
Standard laparotomy set 
Pregnancy tests 
Ambulance 

All those listed 
above plus: 

24-hour access 
to surgical room 
More complete 
laboratory 
Intensive care 
unit 
Shielded X-ray 
room 
Blood bank 

~ ~ d W I r # y ~ ~  
All those listed for above plus: 

Intensive care equipment 
X-ray equipment 
Sonography equipment 
Laparoscope 

411 those listed above 
h s :  
b Voluntary 
sterilization 

POPULATION REPORTS 

understand the importance of prompt 
referral to a medical provider, tradi- 
tional healers or birth attendants can 
become the first, crucial link in the re- 
ferral network. Particularly in remote 
areas, traditional or community health 
workers are often the first people that 
w o m e n  t u rn  t o  w h e n  su f fe r ing  
postabortion compl icat ions (255, 
282). Community health workers who 
are trained to identify potential medi- 
cal emergencies and arrange trans- 
port to another facility can make a 
critical difference in  helping women 
to reach care in  time (255,293). Com- 
munity health workers also can de- 
velop community awareness of the 
dangers of unsafe abortion and edu- 
cate women about using family plan- 
ning-important preventive strategies. 

The effectiveness of a focus on recog- 
niz ing complications and referring 
women for care, especially in rural ar- 
eas, has been demonstrated in general 
obstetric referral systems that seek to 
reduce maternal deaths from all causes 
(28,69). In a rural district in Pakistan, for 
example, a community-based program 
that trained traditional birth attendants 
to recognize obstetric complications 
and refer women promptly for care re- 
duced maternal mortality from all causes 
by 80% over a 1 0-year period (28). 

Health clinics and other primary care 
facilities. Primary care facilities include 
first-aid stations, nursing posts, dispen- 
saries, family planning clinics, and 
health clinics. Primary care providers- 
the first level of  the formal health care 
system-usually offer health education 
and basic medical treatments and per- 
form basic laboratory tests. In an effec- 
t ive referral system, primary-level 
providers can recognize postabortion 
complications quickly and distinguish 
between the cases they can treat and 
those they must refer. 

When primary-level providers are un- 
able to provide necessary medical treat- 
ment fo r  abor t ion compl icat ions 
--either because they lack the skills, 
equipment, or drugs or because the 
complication is severe-they quickly 
refer the woman to a facility where treat- 
ment is available (87, 99, 11 2). When 
they have the training and supplies, pri- 
mary-level providers can stabilize the 
woman's condition and prepare her for 
transfer to another facility, beginning 
antibiotic therapy, fluid replacement, or 
basic pain control and sedation (251, 
282,289, 293). Also, if providers know 
which methods of unsafe abortion are 
commonly used in their area, they can 
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be better prepared to recognize and treat the likely compli- 
cations (232). 

When the staff includes an appropriately trained provider, 
postabortion care at the primary level can include first-tri- 
mester (MVA) (1 86,282). Often, no new medical facilities or 
staff are needed to provide emergency postabortion care at 
this level. Many clinics adding postabortion care, however, 
wi l l  need to acquire MVA equipment, and in most cases 
additional staff training wi l l  be required. 

District hospitals-the first referral level. Women who 
need medical treatment that the primary health care center 
cannot provide are transferred to a first-referral hospital. 
These are district hospitals that provide inpatient services 
and have 20 or more beds. District hospitals should provide 
general emergency services and have staff, including at least 
one physician, available 24 hours a day. Staff at this level 
also are expected to be able to diagnose major complica- 
tions, such as septicemia, peritonitis, and renal failure, and 
to refer women to another facility where treatment is avail- 
able (see Table 3, pp. 24-25). 

Most district hospitals should already have the facilities, 
equipment, and staff needed to provide life-saving surgical 
and medical procedures for all but the most serious abortion 
complications (293). The reality in many developing coun- 
tries, however, is that most do not (1 75). To improve 
postabortion care, most wi l l  need to improve general emer- 

gency care practices, as well as to train personnel and 
acquire MVA equipment and supplies (282). 

Regional, national, and university hospitals: secondary and 
tertiary levels. Regional hospitals that provide inpatient and 
outpatient services are considered secondary-level facilities, 
while university teaching hospitals and specialized national 
hospitals are tertiary-level hospitals. Because regional and 
national hospitals provide specialized surgical services in 
addition to all the services of the district hospitals, most 
should already have the facilities and equipment needed to 
provide good-quality postabortion care for all abortion com- 
plications, including the most severe (293). To improve 
postabortion care, however, they too may need to train 
personnel and to acquire MVA equipment (see Table 3). 

Managing severe complications. Women with severe com- 
plications or whose pregnancy was second-trimester often . 
need intravenous fluid replacement, large doses of antibiot- 
ics, and diagnostic services that are not available at lower 
levels of the health system (293). Some may need a blood 
transfusion, laparotomy, or hysterectomy (72, 154, 250, 
282). While these procedures for treating severe complica- 
tions should be available at national and university hospi- 
tals, as well as some regional and district hospitals, they often 
are unavailable. Planners of postabortion care strategies 
must ensure that specialized, higher-level care is available 
for women suffering severe complications. In some settings 
a postabortion care strategy may need to focus on improving 

What Can Be Done? 
r-pp.c-w-*ma 
Elll: 

+Make a m m m h e n t  tQ address unsafe 
abomm'md act m that commitment; 

6 Describe the problem of umfc ~bor- 
tion in their area accurately and can- 
sistentl); bilwi~ t&r apprwch to 
the audience addressed; 

r Work with womm's groups; 
r Suppat their advocacy wlth i&m- 

tional statements that can for lmproved 
postabortlon care, such u theCaimh 

, gram ofA@iw C? h, p.7).  
I Local civic and religious leadm an: 

Educate the public, polltlcal kaders, 
health authorities, md community 
leaders abaut unsafe abbrtbn and its 
consequences; 
Form mllticms among themselves 
and with health officials; 
Eetablish relationships with the news 
media to publicism lhe problem: 

r Urge undmhnding for women wha 
haw unckgone unsae aborfiong. , 

c Obtain training in postabortion care, . Train mviders in postabottim care- 
lnctudlng manual vacuum aspiration both c!inical asp% including MVA, 
[MVA}, where mibbh; and psydmswlal aspects; 
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care at the top health care institutions before expanding care 
to lower levels of the health care system. 

-. Making the Referral System Work 
For the postabortion care referral system to function 
smoothly, managers determine locally which complications 
can be treated at each health care facility and which must be 
referred (282). Also, staff at each level know where to refer 
women when they need more specialized care (1 86). Once 
established, the referral system and treatment protocols are 
made known to all emergency care providers to eliminate 
confusion about their roles and to avoid delays. 

Where referral networks aimed at reducing maternal mortal- 
ity already exist, through Safe Motherhood projects or simi- 
lar efforts, postabortion care and referral can be added to the 
network. In many settings improved postabortion care can 
be developed as part of an overall strategy to improve 
emergency obstetric care. By linking postabortion care to 
other reproductive health services, health systems can take 
advantage of existing services rather than create a new, 
vertical service. Integrating postabortion services with exist- 
ing emergency or obstetric services can be an effective way 
to provide needed care with minimal added costs. In Ghana, 
for example, a project is underway to train 40 midwives and 
the physicians who back them up to provide MVA as well as 
family planning counseling and servicesas part of an overall 

strategy aimed at reducing maternal deaths and expanding 
care to the primary level (36). 

Maintaining links between levels. Arranging reliable com- 
munication among and transportation to medical facilities is 
crucial to making the postabortion referral system work (1  86, 
293). Improving and formalizing communication and trans- 
portation between levels of the health care system is impor- 
tant to improving care for allobstetric complications, as well 
as all other medical emergencies. Again, strategies aimed at 
improving postabortion can be part of a larger initiative to 
improve emergency care. 

Making arrangements may be challenging at the primary 
level, especially in rural areas. District hospitals shouldhave 
established systems of radio or telephone communication 
with regional hospitals, but, again, many do not. At all health 
care levels, where ambulances are available, they must be 
kept in running order. If none i s  available, making formal 
arrangements with community members or businesses who 
own vehicles is another way to make sure that women can 
reach appropriate care in time (293). 

Expanding and Decentralizing Postabortion Care 
Combined with an effective referral system, decentralizing 
postabortion care can help prevent many deaths from unsafe 
abortion. For example, in Nicaragua, after a successful pilot 

- 
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project at a tertiary-level hospital in 1989, postabortion 
MVA training was expanded to providers from other levels 
as well, including other hospitals and rural health centers 
where trained staff and appropriate equipment are available. 
Since the introduction of MVA, abortion-related deaths have 
dropped from being the leading cause of maternal mortality 
to fourth, according to one report (1 17). 

After postabortion care including MVA has been successfully 
introduced at a national or teaching hospital, services can be 
expanded to additional hospitals and lower-level health 
facilities. For example, in Egypt, where postabortion MVA 
was successfully introduced at two major hospitals in 1994 
and 1995, training is now being expanded to 10 more 
teaching hospitals (248). In Kenya, where postabortion MVA 
services currently are available at the national, tertiary-level 
hospital and 13 secondary-level hospitals, the Ministry of 
Health favors making MVA available at all secondary-ievel 
hospitals (1 60). 

in many developing countries district hospitals need particuiar 
attention as part of an overall strategy for improving postabor- 
tion care. Because most women suffering abortion complica- 
tions are taken to these smaller hospitals first, district hospitals 
often treat the broadest range of postabortion complications. 
Yet overcrowding and long delays are common, and staff or 
supplies often are not available to treat emergencies (1 75). 

To address these problems, a postabortion care strategy 
expands training to practitioners at the district level, includ- 
ing nurses and midwives (1 86). This practice increases the 
number of trained providers available to treat postabortion 
complications and frees doctors for more complicated surgi- 
cal treatments (282). This can help ensure that trained staff 
are available at all times to treat abortion complications and 
reduce delays in care. For example, in Tanzania, where 
postabortion care i s  available at seven tertiary-level training 

An asterisk (*) denotes an item that was 
particularly useful in the preparation of this 
issue of Population Reports. 
I. ABDEL-TAWAB, N., HUNTINGTON, D., and NAWAR, L, Hus- 
band's role in postabortion care. Presented at the 124th Annual 
Meeline of the American Public Health Assocation. New York. 
Nov. 17-21, 1996. 
2. ABERNATHY, M., AQUINO, S., AQUINO, I., andCHAPARR0, 
IS. Results of a pilot project to improve postabortion care in 
Paraguay: Evaluatingcosts and quality ofcare. Poster presentation 
at the 124th Annual Meeting of the American Public Health 
Assoclal~on, New York, Nov. 17-21, 1996. 
3. ABERNATHY, M., RANCE, s., HERNANDEZ, c., MASSARDO, 
M., OSES, I., and CELIS, R. Womens' and providers' views on 
abortion care in Bolivia and Chile. Presented at the 122nd Annual 
Meeting of the American Public Health Association, Washington, 
DL., Nov. 1994. 10 p. 
4. ABOUZAHR, C, and ROYSTON, E. Maternal mortality: Aglobal 
factbook. Geneva, World Health Oaanization, 1991. 606 p. 
5. ABRAMS, M. Birth control use by teenagers: One and two years 
postabortion, lournal of Adolescent Health Care 60): 196-200. 
May 1985. 
6. ADETORO, 0.0. Sepic induced abonion at Ilorin, Nigeria: An 
increasing gynaecolcgical problem in the developing countries. 
Asia-Oceania journal of Obstetrics and Gynaecology 12(2): 201- 
105. lun. 1986. 
7. ADETORO, 0.0.. BABARINSA, A.B., and SOTILOVE, 0.5. 
Socio-cultural factors in adolescent septic illicit abonions in Ilorin, 
Nigeria. African Journal of Medicine and Medical Sciences 200): 
149-153. lun. 1991. 
8. ADEWOLE, I.F. Trends in postabonal monaliry and morbidity in 
Ibadan, Nigeria. International Journal of Gynecology and Obsret- 
r i a  38(2): 11 5-118. lun. 1992. 
9. AGGARWAL, V.P. Sepic abonion: Management and preven- 
tion. In:Mati,J.K.G., Ladipo, O.A., Burkman, R.T.,Magarick, R.H., 

hospitals, nurses from hospitals at all levels, including the 
district level, participated in a pilot training program for 
postabortion care and family planning (1 19). In Brazil train- 
ing in postabortion care has started at seven public hospitals 
(1 13), and in Ethiopia plans include expanding training in 
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Also, in some countries pilot projects are underway to com- 
pare various approaches to decentralizing postabortion care 
with MVA to the primary level. In Nicaragua, postabortion 
MVA services are provided at small health centers that are 
staffed by physicians (1 17). Projects in Bolivia, Nigeria, 
Turkey, and other countries are decentralizing postabortion 
care and family planning services by training private physi- 
cians, midwives, and other primary-level care providers (98, 
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rn 
Taking Action, Saving Lives 

In most developing countries, planning and implementing a 
postabortion care strategy will be an enormous challenge. 
Improving postabortion care requires commitment and sup- 
port from leaders in health care, the national government, 
and communities. In most countries the magnitude of abor- 
tion-related mortality and the need to improve postabortion 
care have only recently been recognized and acknow- 
ledged. Much remains to be done to improve postabortion 
care and thus to save women's lives. 

An effective postabortion care strategy starts immediately, 
making the improvements in care that are most feasible and 
most appropriate for each particular setting. Many steps are 
necessary to achieve high-quality postabortion care, but in 
every setting some steps can be taken right away. 
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